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cal College.  Secretanj,  1891-96.  8  West  Seventy-sixth  Street, 
New  York. 

1888.— *Colem.vn,  John  Scott,  M.D.     1892. 

1896.— Cragin,  Ed-rin  B.,  A.B.,  M.D.  Professor  of  Ob- 
stetrics, and  of  Gynecology,  College  of  Physicians  and  Sur- 
geons, N.  Y.;  Attending  Physician  to  the  Sloane  Maternity 
Hospital;  Consulting  Obstetric  Surgeon  to  the  City  Maternity 
Hospital  and  the  New  York  Infant  Asylum;  Consulting  Gyne- 
cologist to  the  New  York  Infirmarj'  for  Women  and  Children. 
10  West  Fiftieth  Street,  New  York. 

1904. — Cullen,  Thomas  S.,  M.B.  Associate  Professor  of 
Gynecology,  Johns  Hopkins  University;  Associate  Gynecolo- 
gist, Johns  Hopkins  Hospital;  Consulting  Gynecologist  Church 
Home  and  Infirmary.  3  West  Preston  Street,  Baltimore, 
]\Iaryland. 

1889. — Currier,  Andrew  F.,  A.B.,  M.D.  Assistant  Gyne- 
cologist to  the  Skin  and  Cancer  Hospital ;  Attending  Gynecolo- 
gist to  Bellevue  Hospital,  Out-patient  Department;  Consult- 
ing Gynecologist  to  McDonough  Jlemorial  Hospital,  New  York 
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and  Ossining  Hospital,  Sing  Sing,  N.  Y.,  and  Mt.  Vernon  Hos- 
pital, Mt.  Vernon,  N.  Y.  173  East  Lincoln  Avenue,  Mount 
Vernon,  New  York. 

1893.— Gushing,  Ernest  W.,  A.B.,  M.D.  Surgeon  to 
Woman's  Charity  Club  Hospital.  168  Newbury  Street, 
Boston. 

1889. — Davenport,  Fr.\ncis  H.,  A.B.,  M.D.  Assistant 
Professor  of  Gynecology,  Harvard  University;  Assistant  Sur- 
geon to  the  Free  Hospital  for  Women;  Physician  to  the  De- 
partment of  Diseases  of  Women,  Boston  Dispensary.  Council, 
1891.     419  Boylston  Street,  Boston. 

1891.— DA\^s,  ED^YARD  P.,  A.M.,  M.D.  Professor  of  Ob- 
stetrics, Jefferson  Medical  College ;  Professor  of  Obstetrics  and 
Diseases  of  Infancy,  Philadelphia  Polj'clinic;  Visiting  Ob- 
stetrician to  the  Jefferson,  Philadelphia,  and  Polj'clinic  Hos- 
pitals; Chnical  Professor  of  Pediatrics,  Woman's  Medical  Col- 
lege. Council,  1896,  1899.  250  South  Twenty-first  Street, 
Philadelphia. 

1892. — Dickinson,  Robert  L.,  M.D.  Surgeon  (Gynecolo- 
gist) to  Brooklyn  Hospital;  Obstetrician  to  Ivings  County 
Hospital;  Instructor  in  Obstetrics  and  Assistant  Obstetrician, 
Long  Island  College  Hospital.  168  Clinton  Street,  Brooklyn, 
N.Y. 

Founder.— *Db.ysd\i.e,  Thoxus  M.,  A.M.,j\I.D.     1904. 

1889. — Dudley,  A.  Palmer,  M.D.  Professor  of  Diseases 
of  Women,  New  York  Post-Graduate  Medical  School  and 
Hospital;  Gynecologist  to  Harlem  Hospital.  Council,  1893. 
Vice-President,  1903.     678  Madison  Avenue,  New  York. 

1886. — Dudley,  Emilius  Cl.ark,  A.B.,  M.D.  Professor  of 
Gynecology,  Chicago  Medical  College;  Fellow  of  the  British 
Gynecological  Society.  Council,  1891,  1893.  Vice-President, 
1898.     1619  Indiana  Avenue,  Cliicago. 

1879.— DuER,  Edward  L.,  A.M.,  M.D.  Gynecologist  to 
the  Presbyterian  Hospital;  Visiting  Obstetrician  to  Preston 
Retreat;  Consulting  Obstetrician  to  Philadelphia  Maternity, 
etc.  Vice-President,  1899.  1606  Locust  Street,  Philadel- 
phia. 

1891.— Edebohls,  George  M.,  A.M.,  M.D.  Professor  of 
Diseases  of  Women,  New  York  Post-Graduate  Medical  School 
and  Hospital;  Gynecologist  to  St.  Francis'  Hospital.  Coun- 
cil, 1896.     59  West  Forty-ninth  Street,  New  York. 
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1893.— Edgar,  James  Cliftox,  Ph.B.,  A.M.,  M.D.  Pro- 
fessor of  Obstetrics,  Cornell  University  Medical  College  of  New 
York;  Obstetric  Surgeon  to  the  Mothers'  and  Babies'  Hos- 
pital; Obstetrician  to  the  Emergency  Lying-in  Hospital.  50 
East  Thirty-fourth  Street,  New  York. 

1887. — Emmet,  Bache  McE.,  M.D.  Professor  of  Gyne- 
cology, New  York  Post-Graduate  iledical  School  and  Hospital; 
Surgeon  to  the  Woman's  Hospital  in  the  State  of  New  York. 
Vice-President,  1894.     18  East  Thirtieth  Street,  New  York. 

1895.^ — Emmet,  John  Duncan,  M.D.  Gynecologist  to  St. 
Vincent's  Hospital.     91  Madison  Avenue,  New  York. 

Founder. — Emmet,  Thomas  Addis,  M.D.,  LL.D.  Made 
Honorary  Fellow  1902. 

Founder. — *Engelxl\nn,  George  J.,  A.M.,  M.D.     1903. 

1890.— *Etheridge,  James  H.,  A.M.,  M.D.     1899. 

1904. — FixDLEY,  Palmer,  B.S.,  M.D.  Instructor  in  Obstet- 
rics and  Gynecology,  Rush  Medical  College;  Assistant  Gyne- 
cologist, Presbyterian  Hospital.     100  State  Street,  Chicago. 

1889.— Ford,  Willis  E.,  A.M.,  M.D.  Medical  Director,  St. 
Luke's  Hospital;  Professor  of  Electro-Therapeutics,  Univer- 
sity of  Buffalo;  Lecturer  on  Electro-Therapeutics,  New  York 
Universitj'  and  Bellevue  Medical  School.  Council,  1893.  266 
Genesee  Street,  Utica,  N.  Y. 

1881.— tFosTER,  Fr.\nk  P.,  M.D.     1895. 

1902.— Frederick,  Carlton  C,  B.S.,  M.D.  Professor  of 
Clinical  Gjoiecologj'',  University  of  Buffalo;  Surgeon-in-Chief 
Buffalo  Woman's  Hospital.  64  Richmond  Ave.,  Buffalo,  N.  Y. 

1890.— Fry,  Henry  D.,  M.D.  Professor  of  Obstetrics, 
Medical  Department  of  Georgetown  University.  1133  Four- 
teenth Street,  N.  W.,  Washington,  D.  C. 

1904. — Gellhorn,  George,  M.D.  Gynecologist  to  St. 
Luke's  Hospital;  Consulting  G3-necologist  to  City  Insane 
Asylum.     32  Linmar  Building,  St.  Louis,  Missouri. 

1888.— Gehrung,  Eugene  C,  M.D.  President  and  Cliief 
of  the  Gynecological  Department  of  the  South  Side  Dispen- 
sary; Consulting  Gynecologist  of  the  Missouri  Baptist  Sani- 
tarium; Corresponding  Member  of  Soci6t6  Obst^tricale  et 
Gyn^cologique  de  Paris;  Menibre  Titulaire  de  la  Society  Fran- 
caise  d'Electrotherapie.  N.  E.  corner  Vandeventer  Avenue 
and  Westminster  Place,  St.  Louis. 

1881.— tGiLLETTE,  Walter  R.,  M.D.     1889. 
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1891.— GoFFE,  J.  Riddle,  Ph.M.,  M.D.  Professor  of  Gyne- 
cologj'',  New  York  Polyclinic  Medical  School  and  Hospital; 
Gynecologist  to  New  York  City  Hospital ;  Assistant  Gynecolo- 
gist to  the  New  York  Skin  and  Cancer  Hospital;  Consulting 
Gynecologist  to  St.  Joseph's  Hospital,  Yonkers,  N.  Y.,  and  to 
Mt.  Vernon  Hospital,  Mt.  \ernon,  N.  Y.  Council,  1896.  <Scc- 
retary,  1897-1904.     29  West  Forty-sixth  Street,  New  York. 

Founder.— *GooDKhi.,  William,  A.M.,  M.D,,  LL.D.     1895. 

1877.— tGooDMAN,  John,  M.D.     1892. 

1888. — Gordon,  Seth  C,  M.D.  Lecturer  on  Diseases  of 
Women,  Portland  School  of  Medical  Instruction;  Surgeon  to 
the  Maine  General  Hospital;  Consulting  Surgeon  to  the  Maine 
Ej'e  and  Ear  Infirmary;  President  of  the  Maine  Academy  of 
Medicine  and  Science;  Ex-President  of  the  Maine  Medical 
Association;  Ex-President  of  the  Section  of  Obstetrics  and 
Gynecology  of  the  American  Medical  Association;  Fellow  of 
the  British  Gynecological  Society.  Council,  1892.  President, 
1902.     Portland,  Maine. 

1890. — Grandin,  Egbert  H.,  M.D.  Consulting  Gynecolo- 
gist to  the  French  Hospital;  Attending  Gynecologist  to  Co- 
lumbus Hospital.     116  West  Seventy-sixth  Street,  New  York. 

1886.— Green,  Cbl^rles  M.,  A.B.,  M.D.  Professor  of  Ob- 
stetrics and  Clinical  Gynecologj-,  Harvard  University;  Obste- 
tric Physician  to  the  Boston  Dispensary;  Senior  Visiting 
Physician  for  Diseases  of  Women,  Boston  City  Hospital; 
Assistant  Visiting  Physician  to  the  Boston  Lying-in  Hospital. 
Council,  1895,  1899.     78  jMarlborough  Street,  Boston. 

1887.— *Hanks,  Horace  Tracy,  M.D.,  LL.D.     1900. 

1895. — Harris,  Philander  A.,  M.D.  Gynecologist  to  the 
Paterson  General  Hospital  and  to  Passaic  General  Hospital; 
Corresponding  Member  of  the  Obstetrical  and  Gynecological 
Society  of  Paris,  France  (1885).  26  Church  Street,  Paterson, 
N.J. 

1894.— Harrison,  George  T.,  A.M.,  M.D.  63  West  Fifty- 
first  Street,  New  York. 

1894.^Henrotin,  Fernand,  M.D.  Professor  of  Gyne- 
colog>',  Chicago  Polyclinic;  Senior  Surgeon  to  the  Alexian 
Brothers'  Hospital;  Ex-President  of  the  Chicago  Gyneco- 
logical Society;  Consulting  Gynecologist  to  St.  Joseph's  Hos- 
pital; Corresponding  Member  of  the  Belgian  Gynecological 
Society.     353  La  Salle  Avenue,  Chicago. 
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1891. — Hirst,  Barton  Cooke,  M.D.  Professor  of  Obstet- 
rics, Universit}'  of  Pennsylvania;  Obstetrician  to  the  Univer- 
sity and  Maternity  Hospitals;  Visiting  Obstetrician  to  the 
Preston  Retreat;  Gynecologist  to  the  Howard  Hospital  and 
to  the  Southeastern  Hospital  for  Women  and  Children;  Con- 
sulting Obstetrician  to  the  Ljdng-in  Charity.  1821  Spruce 
Street,  Philadelphia. 

1892.— *HoLMES,  Horatio  R.,  M.D.     1896. 

Founder. — Howard,  William  T.,  M.D.  Made  Honorary 
Fellow  1902. 

1885.— *Hunter,  James  B.,  M.D.     1889. 

1891. — Ingalls,  Piiineas  H.,  A.M.,  M.D.  Gynecologist  to 
the  Hartford  Hospital.     112  High  Street,  Hartford,  Conn. 

Founder. — flNGHAM,  James  V.,  M.D.     1889. 

1877.— *  Jackson,  A.  Reeves,  A.M.,  M.D.     1892. 

1889.— *Jaggard,  W.  W.,  M.D.     1896. 

1886. — Jaxa-rin,  Joseph  E.,  M.D.  President  of  the  New 
York  Obstetrical  Society  (1889-1891);  Gynecologist  to  the 
Skin  and  Cancer  Hospital;  Consulting  Surgeon  to  St.  EHza- 
beth's  Hospital.  Council,  1889,  1892.  President,  1903.  191 
Madison  Avenue,  New  York. 

1895. — Jarman,  George  W.,  A.M.,  M.D.  Gynecologist  to 
the  General  Memorial  Hospital;  Obstetric  Surgeon  to  the  New 
York  Maternity  Hospital;  Instructor  in  Gynecology,  College 
of  Physicians  and  Surgeons;  Chief  of  Clinic,  Department  of 
Diseases  of  Women,  Vanderbilt  Clinic.  54  West  Seventy-sixth 
Street,  New  York. 

Fownrfer.- *Jenks,  Edward  W.,  M.D.,  LL.D.     1903. 

1885. — Jewett,  Charles,  A.M.,  M.D.  Professor  of  Gyne- 
cology and  Obstetrics,  Long  Island  College  Hospital,  Brook- 
lyn; Attending  Physician  to  Long  Island  College  Hospital; 
Physician-in-Chief  to  Department  of  Children's  Diseases,  St. 
Mary's  Hospital,  Brooklyn;  Consulting  Obstetrician  to  Engs 
County  Hospital;  Fellow  of  the  British  Gynecological  So- 
ciety.    Council,  1895,  1897.     3-30  Clinton  Avenue,  Brooklyn. 

Founder. — Johnson,  Joseph  Taber,  A.M.,  Ph.D.,  M.D. 
Professor  of  Gynecology,  University  of  Georgetown;  Gyne- 
cologist to  the  Providence  Hospital ;  President  of  the  Woman's 
Dispensary ;  President  of  the  Medical  Society  of  the  District  of 
Columbia  (1SS7) ;  Member  of  the  British  Medical  Association; 
Fellow  of  the  British  Gynecological  Society ;  President  of  the 
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Washington  Obstetrical  and  Gynecological  Society.  Secretary, 
1886-90.  Vice-President,  1891.  Council,  1881,  1885,  1897. 
President,  1899.     926  Farragiit  Square,  Washington,  D.  C. 

1886. — Johnstone,  Arthur  W.,  A.M.,  M.D.  Professor  of 
Gynecology,  Woman's  Medical  College;  Fellow  of  the  British 
Gynecological  Society.  Vice-President,  1898.  Council,  1894. 
1897.     Madisonville  Road,  Cincinnati. 

1892.— *Ke.\ting,  John  M.,  M.D.,  LL.D.     1893. 

1887.— Kelly,  Howard  A.,  M.D.  Professor  of  Gynecology 
and  Obstetrics  in  Johns  Hopkins  University;  Gynecologist 
and  Obstetrician  to  the  Johns  Hopkins  Hospital;  Consulting 
Surgeon  to  the  Kensington  Hospital  for  Women,  Philadelphia. 
Vice-President,  1899.   "l418  Eutaw  Place,  Baltimore,  Md. 

1886.— King,  Albert  F.  A.,  A.M.,  M.D.  Professor  of  Ob- 
stetrics and  Diseases  of  Women  and  Children  in  the  ]\Iedical 
Department  of  the  Columbian  University,  Washington,  and  in 
the  University  of  Vermont;  President  of  the  Wasliington  Ob- 
stetrical and  Gynecological  Society  (1885-87);  Fellow  of  the 
British  Gynecological  Society;  Consulting  Physician  to  the 
Children's  Hospital,  Washington;  Consulting  Physician  to  the 
Woman's  Dispensary.  Council,  1898.  Vice-President,  1899. 
1315  Massachusetts  Avenue,  N.  W.,  Washington,  D.  C. 

1892.— KiRKLEY,  Craus  A.,  M.D.     Toledo,  Ohio. 

1888.— *KoLLOCK,  Cornelius,  A.M.,  M.D.     1897. 

1891. — Krug,  Florian,  M.D.  Gynecologist  to  the  German 
Hospital.     13  East  Forty-first  Street,  New  York. 

1881.— *Lee,  Ch.\rles  Carroll,  A.M.,  M.D.,  LL.D.     1893. 

Founder.— *LvsK,  William  T.,  A.M.,  M.D.,  LL.D.     1897. 

Founder. — *Lyman,  George  H.,  M.D.     1891. 

1892. — McLean,  Malcolm,  M.D.  Surgeon  to  St.  Andrew's 
Infirmarj'  for  Women;  Consulting  Gynecologist  to  the  Ran- 
dall's Island  Hospitals.  31  East  One  Hundred  and  Twenty- 
sixth  Street,  New  York. 

1891.— tMAcLAREN,  Archibald,  B.S.,  M.D.     1903. 

1892. — MacMonagle,  Beverly,  M.D.  Crocker  Building, 
San  Francisco,  Cal. 

1882.— Mann,  K^tthew  D.,  A.M.,  M.D.  Professor  of  Ob- 
stetrics and  Gjmecology,  University  of  Buffalo;  Gynecologist 
and  Consulting  Obstetrician  to  the  Buffalo  General  Hospital. 
Treasurer,  1884-95.  President,  1895.  37  Allen  Street,  Buf- 
falo, N.  Y. 
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1901. — Manton,  Walter  Porter,  M.D.  Clinical  Professor 
of  Gj^necology  and  Adjunct  Professor  of  Obstetrics,  Detroit 
College  of  Medicine;  GjTiecologist  to  Harper  Hospital  and  to 
the  Eastern  and  Northern  Michigan  Asylums  for  the  Insane; 
Consulting  Gjmecologist  to  St.  Joseph's  Retreat;  Visiting  Ob- 
stetrician and  Vice-President  of  Medical  Board,  Woman's  Hos- 
pital and  Infants'  Home;  Member  of  the  Committee  for  the 
Examination  of  Midwives,  Detroit  Board  of  Health ;  Fellow  of 
the  Southern  Surgical  and  Gynecological  Association ;  American 
Association  of  Obstetricians  and  Gynecologists,  and  the  British 
Gynecological  Society.     32  Adams  Avenue,  Detroit,  Mich. 

1883.— Maury,  RicH.^RD  B.,  M.D.  Council,  IS86,  1888. 
Vice-President,  1892.     Ill  Court  Street,  Memphis,  Tenn. 

1894. — Montgomery,  Edward  E.,  A.M.,  M.D.  Professor 
of  Clinical  Gjmecology,  Jefferson  Medical  College;  Gynecolo- 
gist to  Jefferson  Medical  College  and  to  St.  Joseph's  Hospital ; 
Obstetrician  to  the  Philadelphia  Hospital.  1703  Walnut 
Street,  Philadelphia. 

1891.— MosELEY,  William  E.,  M.D.  Professor  of  Diseases 
of  Women,  Baltimore  Medical  College;  Gjmecologist  to  the 
Maryland  General  Hospital.  Council,  1897.  614  North  How- 
ard Street,  Baltimore,  Md. 

Founder— nivym,  Paul  F.,  M.D.,  LL.D.     1902. 

1890.— MuRR-'VY,  Robert  A.,  M.D.  112  West  Eightieth 
Street,  New  York. 

1904.  Newell,  Franklix  Spilmax,  A.B.,  M.D.  Out- 
patient Phj'sician  Boston  Lying-in  Hospital;  Assistant  Visit- 
ing Physician,  Department  of  Cnmecology,  Boston  City 
Hospital;  Assistant  in  Obstetrics  and  Gynecology  Harvard 
Universit}'.     Boston,  Mass. 

1894. — Newman,  Henry  Parker,  A.M.,  M.D.  Professor 
of  Obstetrics  and  Clinical  Gynecology,  College  of  Physicians 
and  Surgeons  of  Chicago;  Professor  of  Gynecology',  Chicago 
Post-Graduate  Medical  School;  Surgeon  (Department  of  Dis- 
eases of  Women)  to  St.  Elizabeth,  Post-Graduate,  and  Chicago 
Hospitals.     108  State  Street,  Chicago. 

1891. — Noble,  Charles  P.,  M.D.  Surgeon  to  Kensington 
Hospital  for  Women;  Lecturer  on  Gjoiecology,  Philadelphia 
Polyclinic.     Council,  1899.     1509  Locust  Street,  Philadelpliia. 

1902.— Noble,  George  Henry,  M.D.  Gynecologist  to 
Grad}'  Hospital.     Atlanta,  Ga. 
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Founder. — *Noeggerath,  Emil,  M.D.  Made  Honorary- 
Fellow  1888. 

1893. — NoRHis,  Richard  C,  A.M.,  M.D.  Lecturer  on  Clini- 
cal and  Operative  Obstetrics,  Medical  Department,  University 
of  Pennsjdvania ;  Physician-in-Chargc,  Preston  Retreat;  Gyne- 
cologist to  the  Methodist  Episcopal  Hospital  and  to  the  Phila- 
delphia Hospital.     500  North  Twentieth  Street,  Philadelphia. 

1880.— Palmer,  Ch.\uncey  D.,  M.D.  Professor  of  Obstet- 
rics, of  the  Medical  and  Surgical  Diseases  of  Women,  and  of 
Clinical  Gynecology  in  the  Medical  College  of  Ohio ;  Professor 
of  Gynecology  and  of  Clinical  Gynecology  in  the  Woman's 
State  Hospital  and  Medical  College;  Obstetrician  and  Gyne- 
cologist to  the  Cincinnati  Hospital.  Council,  1888.  Avon- 
dale,  Cincinnati,  Ohio. 

1885.— IParish,  William  H.,  M.D.     1903. 

FoMW^er.— *Parvin,  Theophilus,  M.D.,  LL.D.     1898. 

Founder.— *PEASL-Er,  E.  Randolph,  M.D.,  LL.D.     1878. 

1895.— Penrose,  Ch.^rles  B.,  A.M.,  Ph.D.,  M.D.  1331 
Spruce  Street,  Philadelphia. 

Founder.— -fT-ENnosE,  Richard  A.  F.,  A.M.,  M.D.,  LL.D. 
1885. 

1897. — Peterson,  Reuben,  A.B.,  M.D.  Professor  of  GjTie- 
cology  and  Obstetrics,  University  of  Michigan;  Gynecologist 
and  Obstetrician  to  the  University  Hospital.  Ami  Arbor, 
Mich. 

1881. — Polk,  William  M.,  M.D.  Professor  of  Obstetrics 
and  Diseases  of  Women  and  Children,  Cornell  University 
Medical  College;  Physician  to  Bellevue  Hospital  and  to  the 
Emergency  Lying-in  Hospital;  Consulting  Gynecologist  to 
St.  Luke's  and  St.  Vincent's  Hospitals.  Vice-President,  1890. 
Council,  1891.  President,  1896.  7  East  Thirty-sixth  Street, 
New  York. 

1892. — Pryor,  William  R.,  M.D.  Professor  of  Gynecology 
at  the  New  York  Polyclinic  Medical  School  and  Hospital; 
Visiting  Gynecologist  to  St.  Elizabeth's  Hospital.  Council, 
1901-1903.     6  West  Eighty-fourth  Street,  New  York. 

1877.— Reamy,  Thaddeus  A.,  A.M.,  M.D.,  LL.D.  Pro- 
fessor of  Clinical  Gynecology  in  the  Medical  College  of  Oliio; 
Gynecologist  and  Obstetrician  to  the  Cincinnati  Hospital; 
Gynecologist  to  the  Good  Samaritan  Hospital;  Surgeon  to 
the  Woman's  Hospital,  Cincinnati;  Consulting  Gynecologist 
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to  Christ's  Hospital;  Consulting  Gynecologist  to  the  Ohio 
State  Hospital  for  Women;  Fellow  of  the  Medieo-Chirurgical 
Society  of  Philadelphia;  Corresponding  Member  of  the  Boston 
Gynecological  Society.  Vice-President,  1881.  Council,  1884. 
President,  1886.     Oak  Street,  Cincinnati. 

Founder. — Reeve,  John  C,  M.D.,  LL.D.  Made  Honorary 
Fellow  1897. 

1890. — Reynolds,  Edward,  M.D.  Physician  to  the  Boston 
Lying-in  Hospital,  Out-patient  Department;  Assistant  in 
Gynecology,  Boston  City  Hospital;  Instructor  in  Obstetrics 
and  Assistant  in  Gynecology,  Harvard  University.  Council, 
1894,  1898.     130  Marlborough  Street,  Boston. 
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First  Day. — Tuesday,  May  24,  1904. 

Morning  Session. — The  Society  met  in  the  Medical  Library, 
under  the  Presidency  of  Dr.  Edward  Reynolds,  of  Boston,  and 
was  called  to  order  at  10  a.m. 

The  address  of  welcome  was  delivered  by  Dr.  Charles  M. 
Green  of  Boston. 


Address  of  Welcome  by  Dr.  Green. 

Mr.  President  and  Fellows  of  the  American  Gyneco- 
logical Society:  The  Fellows  of  the  Society  resident  in  Boston 
have  accorded  to  me  the  honor  of  extending  to  you  a  welcome  to 
our  city,  and  this  I  do  most  cordially.  We  recall  the  former 
occasions  on  which  the  Society  has  met  with  us  here,  and  we 
hope  that  the  present  meeting  will  be  no  less  pleasant  and  profit- 
able. 

I  welcome  you,  too,  in  behalf  of  the  Fellows  of  the  Obstetrical 
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Society  of  Boston,  whose  guests  we  are  to  be  this  evening.  We 
purpose  taking  you  to  Cambridge.  The  time  at  your  disposal 
is  much  too  brief  for  more  than  a  glance  at  Harvard  College; 
and,  although  the  museums  will  all  be  open  to  your  inspection, 
you  will  obtain  only  an  impression  of  the  rich  treasures  they 
contain.  But  you  will  have  an  opportunity  to  visit  Memorial 
Hall,  around  which  cluster  the  memories  of  the  love  of  country 
and  self-devotion  of  Harvard  men  in  the  Civil  War;  you  may 
wish  to  inspect  the  new  Stadium,  the  center  of  the  athletic  inter- 
ests of  the  college;  and  we  will  dine  at  the  Harvard  Union,  the 
democratic,  social  meeting-place  for  all  who  enter  the  college 
gates.  Altogether,  we  hope  that  it  may  interest  those  of  you  who 
are  not  alumni  of  Harvard  to  \'isit  the  spot  so  dear  to  Harvard 
men,  from  which  so  many  generations  have  drawn  their  inspira- 
tion. 

I  am  not  authorized  to  speak  for  the  general  profession  of 
Boston,  but  knowing  as  I  do  the  interest  taken  by  them  in  our 
meetings,  and  the  pleasure  it  gives  them  to  meet  you  socially,  I 
know  that  in  welcoming  you  to  Boston  I  only  give  expression 
to  their  thought. 

We  have  often  been  told  that  Boston  is  a  small  and  decidedly 
provincial  city,  and  therefore  the  Boston  Fellows  have  this  year 
sought  to  enlarge  their  social  area  by  accepting  the  co-operation 
of  the  Fellows  resident  in  Maine  and  Connecticut,  and  thus  I 
am  enabled,  gentlemen,  to  bid  you  welcome  to  all  New  England. 

You  are  very  well  aware  that  you  have  come  to  a  city  rich  in 
historic  interest,  and  some  of  you  \'isit  us  for  the  first  time.  In 
these  three  days  the  proceedings  of  our  Society  will  leave  you  no 
time  for  general  sight-seeing,  but  those  of  you  who  may  be  able 
to  remain  longer  will  find  much  to  reward  you.  In  the  heart  of 
the  old  city  stand  the  old  State  House  and  Faneuil  Hall — the 
former  containing  the  priceless  collection  of  the  Bostonian 
Society,  and  the  latter,  the  Cradle  of  Liberty,  interesting  not 
alone  in  itself  and  the  memories  that  cluster  round  it,  but  in 
the  valuable  military  collection  of  the  Colonial  Ancient  and 
Honorable  Artillery  Company.  Near  by  are  the  old  South 
Church,  the  home  of  Paul  Revere,  and  the  North  Church,  from 
whose  belfry  were  hung  the  lanterns  for  whose  glimmer  Revere 
waited  on  the  opposite  shore.  Near  by,  too,  is  the  site  of  the 
Green  Dragon  Tavern,  so  appropriately  called  the  hot-bed  of 
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the  Revolution.  Over  the  river  stands  Bunker  Hill;  and  a 
pleasant  trolley  ride  will  take  you  to  Lexington  and  Concord. 
If  your  time  permits,  I  would  commend  to  your  notice  the  Hall 
of  Flags  in  our  Bullfinch  State  House,  and  the  beautiful  memorial 
to  Colonel  Shaw  and  his  negro  troops  under  the  opposite  elms  on 
Boston  Common.  You  will  also  find  in  the  Cadet  Armory,  on 
Columbus  Avenue,  the  library  of  the  Military  Historical  Society, 
containing  the  finest  collection  of  Napoleana  outside  of  France, 
and  the  Museum  of  the  Military  Order  of  the  Loyal  Legion,  with 
its  priceless  relics  of  the  Civil  War. 

But,  gentlemen,  a  long  and  interesting  program  awaits  you, 
and  I  ought  to  delay  you  no  longer.  Once  more  a  cordial  wel- 
come and  many  happy  returns. 

Response  by  Dr.  Henry  T.  Byford. 

Mr.  President  and  Fellows  of  the  American  Gyne- 
cological Society:  I  think  I  voice  the  sentiments  of  the  Fel- 
lows of  this  Society  when  I  say  we  reciprocate  the  cordial  greet- 
ings and  accept  the  hospitality  which  has  been  extended  to  us. 

The  indications  are  that  we  shall  have  a  very  enjoyable  time. 
We  are  to  have  free  luncheons;  we  are  to  have  a  reception  and 
a  banquet,  and  I  think  I  speak  for  the  Fellows  in  attendance 
when  I  say  that  we  shall  try  to  do  justice  to  this  not  unimportant 
part  of  the  program.  We  have  also  a  rather  extensive  scien- 
tific entertainment  for  this  meeting.  I  find  that,  in  addition  to 
the  regular  sjTuposia,  there  are  twenty  papers:  ten  upon  dis- 
eases of  the  female  genitalia  and  ten  on  diseased  conditions 
within  the  abdominal  cavity.  The  program,  therefore,  is  varied 
and  broad. 

It  is  not  only  a  pleasure,  but  an  honor,  to  be  entertained  by 
our  local  confreres  and  the  people  of  Boston ;  a  city  that  is  repre- 
sentative of  the  best;  a  city  celebrated  for  its  statesmen,  soldiers, 
orators,  poets,  politicians,  and  even  noted  for  its  baseball 
players  and  pugilists.     (Laughter.) 

This  Society  was  founded  by  pioneer  gj-necologists,  and  its 
records  constitute  a  history  of  the  progress  of  gynecology.  All 
but  two  or  three  of  the  founders  have  passed  away,  or  have 
retired  and  left  the  active  work  to  us,  the  junior  members.  And 
if  our  program  may  be  taken  as  representative,  we  may  surely 
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claim  to  be  active  and  progressing.  We  have  fought  our  way 
out  of  the  pelvis  and  are  attacking  the  abdominal  cavity  with  the 
same  vigor  and  success  that  the  Japanese  are  invading  the  bowels 
of  Russia.  We  are  not  only  busy  with  our  knives,  but  busy  with 
our  pens.  We  have  already  invaded  two  continents  with  pelvic 
literature,  and  are  about  to  inundate  them  with  abdominal  liter- 
ature.   Our  work  is  not  yet  finished. 

In  conclusion,  on  behalf  of  the  Societ}',  I  wish  to  thank  the 
Boston  members  and  those  of  the  Boston  Obstetrical  Society 
for  the  preparations  they  have  made  for  our  entertainment,  for 
the  cordiality  with  which  they  have  received  us,  and  for  the 
pleasures  they  may  have  in  store  for  us. 

On  motion,  the  following  were  made  members  by  invitation : 
Dr.  Newman  B.  Nobles,  of  Cleveland;  Dr.  George  Gellhorn,  of 
St.  Louis;  Dr.  Isaac  C.  Dickson,  of  Baltimore;  Dr.  Daniel  H. 
Craig,  of  Boston;  Dr.  W.  L.  Cousins,  of  Portland,  Maine;  Dr. 
Alfred  King,  of  Portland,  Maine;  Dr.  William  S.  Stone,  of 
New  York;  Dr.  I.  E.  Atkinson,  of  Baltimore,  and  Dr.  C.  E. 
Thomson  of  Scranton,  Pa. 

Papers  were  read  as  follows: 

1.  "The  Treatment  of  Gallstones  Found  as  Coincidents  in 
Abdominal  or  Pelvic  Surgery,"  by  Dr.  John  W.  Clark,  of  Phila- 
delphia. 

Discussed  by  Drs.  Sutton,  Edebohls,  Dudley,  Wells,  Gordon, 
Vineberg,  Baldy,  Manton,  MacMonagle,  and  by  the  essayist. 

2.  "Report  of  a  Case  of  Ovarian  Pregnancy,"  by  Dr.  J.  Clar- 
ence Webster,  of  Chicago. 

Discussed  by  Drs.  Williams,  Thompson,  Dam,  Clark,  Smith, 
and  the  essajist. 

3.  "Ureterolithotomy,"  by  Dr.  J.  Wesley  Bov6e,  of  Wash- 
ington, D.  C,  which  was  discussed  by  Drs.  Brown,  Noble,  Ford, 
MacMonagle,  Dickinson,  Harris,  Edebohls,  and  closed  by  Dr. 
Bov6e. 

4.  "Nephrectomy  for  Primary  Tuberculosis  of  the  Kidney, 
with  a  Report  of  Four  Cases,"  by  Dr.  Hiram  N.  Vineberg,  of 
New  York. 

Discussed  by  Drs.  Janvrin,  Bov^e,  Harris,  Gordon,  Baldy, 
Edebohls,  Goffe,  Reynolds,  and  the  essayist. 

On  motion,  the  Society  adjourned  until  2.30  p.m. 
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Afternoon  Session. — The  Society  re-assembled  at  2.30  o'clock, 
with  the  President  in  the  Chair. 

1.  "H}'pertrophies  and  Inflammations  about  the  Urinary 
Meatus,"  by  Dr.  Robert  L.  Dickinson,  of  Brooklyn. 

2.  "The  Surgery  of  the  Urethra,"  by  Dr.  Ely  Van  de  Warker, 
of  Syracuse. 

These  two  papers  were  discussed  jointly  by  Drs.  Watkins, 
Noble,  Buckmaster,  Smith,  Emmet,  Manton,  Kelly,  Gellhorn, 
Dickinson,  and  Van  de  Warker. 

3.  "Pyelitis  Complicating  Pregnancy,"  by  Dr.  Edwin  B. 
Cragin,  of  New  York. 

Discussed  by  Drs.  Dickinson,  Noble,  Davis,  Smith,  Fry, 
Kelly,  Vineberg,  and  the  essayist. 

4.  "A  Second  Case  of  Renal  Decapsulation  for  Puerperal 
Eclampsia,"  by  Dr.  George  M.  Edebohls,  of  New  York. 

Discussed  by  Drs.  Fry,  Vineberg,  Cragin,  Dickinson,  Davis, 
and  the  author. 

Dr.  A.  Palmer  Dudley,  of  New  York,  exhibited  drawings  and 
specimens  of  implantations  of  the  ovary. 

On  motion,  the  Society  adjourned  until  Wednesday. 

Second  Day. — Wednesday,  May  25,  1904. 

Morning  Session. — The  Society  was  called  to  order  at  9.30 
o'clock  by  the  President. 

The  next  order  was  a  sjinposium  on  "The  Treatment  of 
Recent  Injuries  to  the  Genital  Canal."  Papers  were  read  as 
follows : 

1.  "The  Primary  Repair  of  Lacerations  of  the  Cervix,"  by 
Dr.  Edward  P.  Da\'is,  of  Philadelphia. 

2.  "The  Practice  of  Cer\'ix  Repair  Five  Days  after  Delivery," 
by  Dr.  Robert  L.  Dickinson,  of  Brooklyn. 

3.  "General  Considerations  of  Repair  of  the  Cer^■ix,"  by  Dr. 
J.  Montgomery  Baldy,  of  Philadelphia. 

The  symposium  was  discussed  by  Drs.  Byford,  Smith,  Cragin, 
Dudley,  Edgar,  Coe,  Williams,  Boldt,  Currier,  Ford,  Craig 
(Boston),  Wakefield,  Emmet,  Webster,  Watkins,  and  the 
essayist. 

4.  "Incomplete  Rupture  of  the  Uterus,"  by  Dr.  J.  Whitridge 
Williams,  of  Baltimore. 
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Discussed  by  Drs.  Coe,  Cragin,  Davis,  Webster,  Buckmaster, 
Dickinson,  and  Williams. 

At  this  juncture  the  First  Vice-President,  Dr.  Williams,  took 
the  Chair,  and  President  Reynolds  delivered  his  address. 

Following  the  Presidential  Address,  there  was  a  symposium 
on  "Injuries  to  the  Perineum,"  and  papers  were  read  as  follows: 

(a)  "The  Preventive  Treatment  of  Pelvic  Floor  Lacerations," 
by  Dr.  J.  Clifton  Edgar,  of  New  York. 

(6)  "Immediate  Repair  of  Lacerations  of  the  Perineum,  with 
Special  Reference  to  Placing  the  Sutures  Before  the  Lacerations 
Occur,"  by  Dr.  Lapthorn  Smith,  of  Montreal. 

(c)  "Recent  I/acerations  of  the  Pelvic  Floor,"  by  JDr.  Henry 
C.  Coe,  of  New  York. 

The  symposium  was  discussed  by  Drs.  Cragin,  Cushing, 
Emmet,  Davis,  Van  de  Warker,  King,  Vineberg,  and  the  essay- 
ists. 

On  motion,  the  Society  adjourned  until  2.30  p.m. 

Afternoon  Sess{o?i. — The  Society  re-assembled  at  2.30  o'clock, 
with  the  President  in  the  Chair. 

1.  "Uniformity  in  Pelvic  and  Cranial  Measurements,"  by  Dr. 
A.  F.  A.  King,  of  Washington,  D.  C. 

Discussed  by  Drs.  Harris,  Edgar,  Williams,  Van  de  Warker, 
and  the  essayist. 

At  the  conclusion  of  Dr.  King's  paper,  he  asked  for  the  appoint- 
ment of  a  committee,  to  report  next  year,  concerning  the  adop- 
tion of  a  simple  standard  in  pelvic  and  cranial  measurements. 
Accordingly,  a  motion  was  made  and  carried  that  such  a  com- 
mittee be  appointed. 

The  President  appointed  as  this  committee,  Drs.  A.  F.  A. 
King,  J.  Whitridge  Williams,  and  E.  P.  Davis. 

In  a  sjTaposium  on  the  "Value  of  Non-operative  Local  Treat- 
ment in  Gynecology,"  the  following  papers  were  read: 

(a)  "The  Value  of  Local  Treatment,  Per  Se,"  by  Dr.  Willis 
E.  Ford,  of  Utica. 

(b)  "The  Value  of  Non-operative  Local  Treatment  in  Pelvic 
Disorders,"  by  Dr.  Walter  P.  Manton,  of  Detroit. 

(c)  "The  Value  of  Local  Treatment  Preparatory  to  Opera-- 
tion,"  by  Dr.  Henry  C.  Coe,  of  New  York. 

(d)  "The  Value  of  Postoperative  Local  Treatment,"  by  Dr. 
J.  Riddle  Goffe,  of  New  York. 
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The  symposium  was  discussed  by  Drs.  Vineberg,  Emmet, 
Gordon,  Boldt,  Currier,  and  closed  by  Drs.  Ford  and  Goffe. 

2.  "The  Implantation  of  the  Human  Ovum  in  the  Uterus," 
by  Dr.  Charles  Sedgwick  IMinot,  of  Boston,  Mass.,  by  invita- 
tion. 

On  motion  of  Dr.  Kelly,  a  vote  of  thanks  was  extended  to 
Dr.  Minot  for  the  interesting  and  instructive  presentation  of  the 
subject. 

ExEcuTi'VE  Session. 

The  Society  convened  in  executive  session  in  the  Hall  of  the 
Medical  Library,  at  5  o'clock  p.m.,  Wednesday,  May  25th,  the 
President,  Dr.  Reynolds,  presiding.  A  quorum  was  present. 
The  minutes  of  the  last  meeting  were  presented  by  the  Secretary 
and  approved.  The  report  of  the  Treasurer,  Dr.  Baldy,  was 
then  read,  showing  a  cash  balance  on  hand  of  $727.34.  Drs. 
Fry  and  Robb  were  appointed  a  Committee  of  Audit,  and  reported 
later  that  the  records  were  correct. 

The  following  amendments,  proposed  and  seconded  at  the 
last  meeting,  were  presented  and  carried  by  vote  of  the  Society: 
(a)  Add  to  paragraph  4  of  Section  IV.,  "and  shall  be  so  classi- 
fied in  the  next  volume  of  Tran.sactions,  provided  the  request 
be  made  during  the  fiscal  year  for  which  the  annual  dues  have 
been  paid  by  that  member." 

(b)  Modify  Section  VI.  to  read:  "The  annual  meeting  of  the 
Society  shall  be  held  regularly  on  the  fourth  Tuesday  of  May, 
and  shall  continue  for  three  days,  unless  otherwise  ordered  by 
vote  of  the  Society  at  any  executive  session. 

(c)  Change  Section  II.  to  read  as  follows :  "The  object  of  this 
Society  shall  be  the  promotion  of  knowledge  in  all  that  relates 
to  the  Diseases  of  Women,  to  Obstetrics,  and  to  Abdominal 
Surgery. 

The  Secretary  reported  the  death  of  our  Honorary  Fellow, 
Mr.  Knowsley  Thornton,  of  London,  which  occurred  January  19, 
1904;  also  the  death  of  our  esteemed  Fellow,  Dr.  George  J. 
Engelmann,  who  died  of  pneumonia,  November  16,  1903. 
■  The  Secretary  reported  that,  in  accordance  with  the  vote  of 
the  Society  at  the  last  meeting,  he  had  been  disposing  of  the 
accumulated  volumes  of  the  Transactions  by  sale  and  by  gift 
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to  prominent  medical  libraries  of  the  country.  There  were  still 
some  volumes  remaining  on  hand,  and  the  Council  by  vote 
recommended  that  the  remaining  copies  of  the  Society  Album 
be  held  for  purchase  by  new  members  at  S5.00  per  copy;  and  if 
any  order  for  a  copy  is  received,  the  portraits  and  biographies  of 
all  the  new  members  up  to  date  of  order  be  added  to  the  volume, 
and  a  copy  bound;  that  the  copies  of  Vol.  XXVIII.  of  the 
Transactions  be  held  for  sale  to  new  membei-s  at  S2.00  per 
volume,  and  for  general  sale  at  85.00  per  volume;  that  five  sets, 
as  complete  as  possible,  be  held  for  sale  to  members  only  at 
$2.00  per  volume;  that  the  remaining  miscellaneous  copies  be 
distributed  to  medical  libraries  through  the  "Association  of 
Medical  Libraries."  This  action  of  the  Council  was  approved 
by  vote  of  the  Society. 

The  Council  made  the  following  report  to  the  Society: 

The  Council  has  considered  the  subject  of  the  relation  of  our 
Society  to  the  Congress  of  American  Physicians  and  Surgeons; 
it  has  corresponded  with  the  constituent  societies  of  the  Con- 
gress, and  finds  there  exists  a  general  feeling  among  them  that 
the  organization  of  the  Congress  or  the  conduct  of  its  meetings 
might  be  modified  with  advantage  to  themselves  and  to  the  Con- 
gress. The  subject  was  then  brought  to  the  attention  of  Dr. 
Keen,  President  of  the  Congress.  It  has  finally  been  decided 
to  refer  the  matter  to  the  next  E.xecutive  Committee  of  the 
Congress,  and  the  various  constituent  societies  have  been 
notified  to  instruct  their  delegates  to  that  committee  which  are 
to  be  elected  this  year  what  recommendations  to  make,  and 
report  to  their  respective  societies  in  1905. 

On  motion,  this  subject  was  referred  by  the  Society  to  the 
Council,  with  power  to  instruct  the  delegate. 

Dr.  Edward  Reynolds  was  elected  delegate  to  represent  the 
Society  on  the  Executive  Committee. 

On  motion,  the  Society  voted  to  send,  through  the  Secretary, 
its  expression  of  affectionate  regard  to  Dr.  Thomas  Addis 
Emmet  and  Dr.  William  T.  Howard;  also  words  of  sjnnpathy 
and  cordial  greeting  to  our  Fellow,  Dr.  Burrage,  who,  after  a 
year's  desperate  sickness  from  septicemia,  was  just  recovering 
his  health. 

The  Council  recommended  for  election  to  Fellowship:    Dr. 
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Thomas  S.  Cullen,  of  Baltimore;  Dr.  George  Gellhorn,  of  St. 
Louis;  Dr.  Franklin  S.  Newell,  of  Boston,  and  Dr.  Palmer 
Findley,  of  Chicago.  The  separate  ballots  resulted  in  the  elec- 
tion of  all. 

The  following  officers  were  elected  for  the  ensuing  year: 

President— E.  C.  Dudley. 

First  Vice-President— Henry  D.  Fry. 

Second  Vice-President — Henry  C.  Coe. 

Treasurer — J.  M.  Baldy. 

Secretary — J.  Riddle  Goffe. 

Member  of  the  Council — Edward  Reynolds. 
It  was  moved  and  carried  that  the  plan  of  program  suggested 
in  the  President's  address  be  referred  to  the  Council,  with  the 
following  instructions:  A  Fellow  desiring  to  present  a  paper 
shall  be  required  to  send  to  the  Secretary,  at  least  one  month 
before  the  meeting,  an  abstract  of  his  paper;  that  the  completed 
paper  shall  be  unrestricted  in  length;  that  the  length  of  the 
abstract  shall  be  determined  by  the  Council  for  the  different 
classes  of  papers,  which  shall  not  in  any  case  exceed  fifteen 
minutes;  that  the  abstracts  only  shall  be  read  at  the  meeting. 
This  was  unanimously  carried. 
Adjournment. 

Third  Day.— Thursday,  May  26,  1904. 

Morning  Session. — ^The  Society  met  at  9.30  o'clock,  with  the 
President  in  the  Chair. 

1.  "Bathing  during  Menstruation,"  by  Dr.  J.  Clifton  Edgar, 
of  New  York. 

Discussed  by  Drs.  Goffe,  Baker,  Gordon,  Fry,  MacMonagle, 
and  the  essayist. 

2.  "The  Streptococcus  in  Connection  with  Gynecologic  Sur- 
gery," by  Dr.  Hunter  Robb,  of  Cleveland. 

3.  "Nature  of  Indications  for  Operation  in  Fibromyomata  of 
the  Uterus,"  by  Dr.  Charles  P.  Noble,  of  Philadelphia. 

Discussed  by  Drs.  Williams,  MacMonagle,  Gordon,  Davis, 
Thompson,  Smith,  Kelly,  and  Noble. 

4.  "The  Treatment  of  Gonorrhea,"  by  Dr.  Henry  T.  Byford, 
of  Chicago. 
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Dr.  Philander  A.  Harris,  of  Paterson,  N.  J.,  exhibited  a  new 
uterine  obstetric  dilator. 

The  retiring  President,  Dr.  Reynolds,  said:  We  have  dis- 
cussed every  paper  whose  author  was  present,  in  all,  twenty-nine 
papers.  We  have  never  been  behind  time,  and  we  have  finished 
ahead  of  time.  I  feel  that  I  personally  ought  to  express  my  warm 
thanks  to  the  Fellows  for  the  readiness  and  spirit  with  which 
they  have  supported  the  Chair.  The  gavel  has  fallen  but  three 
times  in  the  course  of  the  meeting,  because  gentlemen  had 
reached  their  time  limit ;  only  one  gentleman  has  exceeded 
his  time,  his  limit  having  been  extended  by  the  courtesy  of  the 
Society. 

It  now  becomes  my  pleasant  duty  to  present — I  need  not  say 
introduce — your  old  friend  and  associate,  the  President-elect, 
Dr.  E.  C.  Dudley,  of  Chicago.     (Applause.) 

Dr.  Dudley,  in  accepting  the  Presidency,  said: 

Mr.  Presidext,  Ladies  and  Gentlemen:  To  make  re- 
marks before  people  ordinarily  gives  me  a  choking  sensation 
in  the  throat,  and  the  situation  at  present  is  intensified. 

I  need  not  say  that  I  esteem  it  a  very  great  honor,  one  of  the 
greatest  honors  which  can  befall  an  American  physician  or  sur- 
geon, to  be  elected  President  of  this  Society;  and  after  this  hotly 
contested  election,  1  desire  to  express  my  gratification  to  the 
Fellows.  I  am  especially  gratified  at  having  been  selected  as 
your  presiding  officer  for  the  coming  year,  as  a  representative 
of  the  West;  and  I  feel  that  in  being  so  selected  the  honor  is  not 
mine,  except  as  one  of  the  Fellows  of  the  West.  Tliis  gratifica- 
tion is  increased  by  the  fact  that  the  honor  comes  to  me  as  an 
absolute  surprise,  which  shows  that  the  Society  is  still  going 
forward  on  an  absolutely  non-political  basis,  which,  I  am  sorry 
to  say,  is  not  true  of  all  scientific  bodies.  I  am  further  gratified 
because  this  honor  comes  to  me  in  my  own  native  State  of 
Massachusetts.  In  thanking  you,  of  course,  one  cannot  say 
much  more  than  "thank  you,"  but  I  do  thank  you.  and  thank 
you  with  all  the  sense  of  obligation  which  the  word  implies. 
(Applause.) 

On  motion  of  Dr.  Edward  P.  Davis,  a  vote  of  thanks  was 
extended  to  the  retiring  President  for  his  earnest  labors  and  the 
impartial  manner  in  which  he  had  conducted  the  deliberations 
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of  the  meeting.  A  vote  of  thanks  was  also  extended  to  the  mem- 
bers of  the  Society  from  Boston,  and  the  Boston  Obstetrical 
Society,  and  the  ladies  and  gentlemen  of  Boston  for  the  cordial 
hospitality  and  entertainment  of  the  Fellows. 

There  being  no  further  business,  the  Society  then  adjourned, 
to  meet  at  Niagara  Falls,  N.  Y.,  the  fourth  Tuesday  in  May, 
1905. 

J.  RIDDLE  GOFFE, 

Secretary. 


CONSTITUTION, 


I.  This  Society  shall  be  known  as  the  American  Gyneco- 
logical Society. 

II.  The  object  of  this  Society  shall  be  the  promotion  of 
knowledge  in  all  that  relates  to  the  Diseases  of  Women,  to 
Obstetrics,  and  to  Abdominal  Surgery. 


III.  The  Fellows  of  this  Society  shall  consist  of  Fellows  and 
Honorary  Fellows. 

The  Fellows  shall  not  exceed  one  hundred  in  number. 

The  Honorar}'^  Fellows  shall  not  exceed  ten  American  and 
twent3^-five  foreign. 

Candidates  shall  be  proposed  to  the  Council,  by  two  Fellows 
only,  at  least  one  month  before  the  first  day  of  the  meeting, 
each  nomination  being  accompanied  bj''  a  list  of  the  principal 
publications  of  the  candidate  and  of  the  official  positions 
which  he  holds.  Each  candidate  shall  submit  to  the  Council 
at  least  one  month  before  the  first  date  of  meeting  an  unpub- 
Ushed  paper  upon  some  subject  connected  with  gjmecologic 
or  obstetric  science,  and  on  nomination  by  the  Council  shall 
be  balloted  for  at  the  annual  meeting.  A  two-thirds  affirma- 
tive vote  of  all  the  Fellows  present  shall  constitute  an  election, 
at  least  fifteen  Fellows  being  present.  The  names  of  any  can- 
didates not  nominated  by  the  Council  or  not  elected  by  the 
Society  shall  be  placed  upon  a  waiting  fist  and  shall  be  recon- 
sidered by  the  Council  at  each  succeeding  meeting.  When 
the  name  of  the  candidate  is  placed  upon  the  waiting  fist  a 
copy  of  his  paper  shaU  be  returned  to  him  for  publication  if 
he  so  desires,  but  any  such  candidate  shall  have  the  privilege 
of  submitting  another  paper  to  the  Council  a  month  before 
any  succeeding  annual  meeting.  A  Ust  of  all  the  candidates, 
accompanied  bj'  aU  the  information  sent  to  the  Council  shall 
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be  sent  to  every  Fellow  with  the  notification  of  the  annual 
meeting. 

No  one  shall  be  eligible  for  Active  Fellowship  until  he  shall 
have  submitted  to  the  Council  a  paper  on  some  subject  con- 
nected with  gynecologic  science. 

HONORARY    FELLOWS. 

IV.  The  power  of  nominating  Honorary  Fellows  shall  be 
vested  in  the  Council. 

The  election  shall  take  place  in  the  same  manner  as  that  of 
ordinary  Fellows. 

They  shall  enjoy  all  the  privileges  of  other  Fellows,  but  shall 
not  be  required  to  pay  any  fee  or  be  allowed  to  hold  any  office 
or  to  cast  any  vote. 

Any  member  of  this  Society  at  the  end  of  twenty-five  years' 
active  service  in  the  Society,  or  at  any  time  thereafter,  at  his 
own  request  shall  be  placed  on  the  roU  of  Honorary  Fellows, 
and  shall  be  so  classified  in  the  next  volume  of  Transactions, 
provided  the  request  be  made  during  the  fiscal  year  for  which 
the  annual  dues  have  been  paid  by  that  member. 

OFFICERS. 

V.  The  officers  of  the  Society  shall  be  a  President,  two  Vice- 
Presidents,  a  Secretary,  and  a  Treasurer,  all  to  be  elected 
annually,  who,  with  four  other  Fellows,  one  to  be  elected  each 
year  for  a  term  of  four  years,  shall  constitute  the  Council  of 
the  Society. 

The  nomination  of  all  officers  shall  be  made  in  open  session 
at  the  business  meeting,  and  the  same  shall  be  elected  by 
ballot. 

The  officers  shall  enter  upon  their  duties  immediately 
before  the  adjourmnent  of  the  meeting  at  which  they  were 
elected,  and  shall  hold  office  for  one  year. 

Any  vacancy  occurring  between  the  annual  meetings  shall 
be  filled  temporarily  by  the  action  of  the  Council. 

All  officers  shall  be  eligible  for  re-election. 

ANNUAL   MEETING. 

VI.  The  annual  meeting  of  the  Society  shall  be  held  regu- 
larly on  the  fourth  Tuesday  in  May,  and  shall  continue  for 
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three  days,  unless  otherwise  ordered  by  vote  of  the  Society 
at  any  executive  session. 

AMENDMENTS. 

VII.  This  Constitution  may  be  amended  by  a  two-thirds 
vote  of  all  the  Fellows  present  at  an  annual  meeting,  pro^^ded 
that  notice  of  the  proposed  amendment  has  been  given  in 
wiiting  at  the  annual  meeting  next  preceding,  and  that  the 
same  has  been  printed  in  the  notification  of  the  meeting  at 
which  the  vote  is  to  be  taken. 


BY-LAWS. 

PRESIDENT   AND    VICE-PRESIDENTS. 

I.  The  President  and  Vice-Presidents  shall  discharge  the 
duties  belonging  to  their  respective  offices.  The  President 
shall  be  ex-ofjicio  chairman  of  the  Council. 

SECRETARY. 

II.  The  Secretary  shall  attend  and  keep  a  record  of  all  the 
meetings  of  the  Society  and  of  the  Council,  of  which  latter  he 
shall  be  ex-officio  clerk. 

At  each  annual  meeting  he  shall  announce  the  names  of  all 
who  have  ceased  to  be  Fellows  since  the  last  report. 

He  shall  superintend  the  publication  of  the  Transactions, 
under  the  direction  of  the  Council. 

He  shall  notify  candidates  of  their  election  to  Fellowship. 

He  shall  send  notifications  of  the  annual  meetings  and  of  the 
meetings  of  the  Council. 

TREASURER. 

III.  The  Treasurer  shall  receive  all  moneys  due,  and  pay  all 
debts.  He  shall  render  an  account  thereof  at  the  annual 
meeting,  when  an  Auditing  Committee  shall  be  appointed  to 
report. 


xlvi 


IV.  The  Council  shall  meet  as  often  as  the  interests  of  the 
Society  may  require. 

Five  members  shall  constitute  a  quorum. 

It  shall  have  the  management  of  the  affairs  of  the  Society, 
subject  to  the  action  of  the  Society  at  its  annual  meetings. 

It  shall  arrange  the  order  for  the  reading  of  papers  at  the 
annual  meetings. 

It  shall  not  have  power  to  make  the  Society  liable  for  any 
debts  exceeding  in  total  one  hundred  dollars  in  the  course  of 
any  one  year,  unless  specially  authorized  by  a  vote  of  the 
Society. 

It  shall  have  the  entire  control  of  the  publications  of  the 
Society,  with  the  power  to  reject  such  papers  or  discussions  as 
it  deems  best. 

The  President,  or  any  three  members,  may  call  a  meeting, 
notice  of  which  shall  be  transmitted  to  every  member  two 
weeks  previous  to  the  meeting. 

The  Council  shall  determine  questions  by  vote,  or — if 
demanded — by  ballot,  the  President  having  a  casting  vote. 

The  Council  shall  constitute  a  Board  of  Trial  for  all  offences 
against  the  Constitution  and  By-laws,  or  for  conduct  unbe- 
coming an  honorable  physician,  and  shall  have  the  sole  power 
of  moving  the  expulsion  of  any  Fellow. 

ORDER    OF   BUSINESS. 

V.  The  Order  of  Business  at  the  annual  meetings  of  the 
Society  shall  be  as  follows: 

I.  General  meeting  at  10  a.m.  each  day. 

1.  Reports  of  the  Committees. 

2.  Reading  of  Papers  and  Discussion  of  the  same. 
II.  The  Business  Meeting,  at  which  only  Fellows  of 

the  Society  shall  be  present,  shall  be  held  on  the 
second  day  of  the  session,  at  an  hour  determined 
by  the  Council  and  announced  on  the  program 
of  the  meeting.  The  Secretary's  Record  shall 
then  be  read;  the  Treasurer's  accounts  be  sub- 
mitted ;  the  reports  of  Committees  on  other  than 
scientific  subjects  be  received;  and  aU  miscella- 
neous business  be  transacted. 
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PAPERS,    ETC. 

VI.  The  titles  of  all  papers  to  be  read  at  any  annual  meet- 
ing shall  be  forwarded  to  the  Secretary  not  later  than  two 
weeks  before  the  first  day  of  the  meeting. 

No  paper  shall  be  read  before  the  Society  which  has  already 
been  printed  or  has  been  read  before  another  body. 

All  papers  that  may  be  read  before  the  Society,  and  accepted 
for  publication,  shall  become  the  property  of  the  Society,  and 
their  publication  shall  be  under  the  control  of  the  Council. 
Such  papers  may  be  published  in  full  in  medical  journals,  pro- 
vided that  they  are  also  printed  in  the  Transactions. 

QUORUM. 

VII.  A  quorum  for  business  purposes  shall  be  fifteen 
Fellows. 

DECORUM. 

VIII.  No  remarks  reflecting  upon  the  personal  or  profes- 
sional character  of  anj'  Fellow  shall  be  in  order  at  the  annual 
meetings,  except  when  introduced  by  the  Council. 

ASSESSMENTS. 

IX.  Every  Fellow  shall  pay  in  advance  the  siun  of  fifteen 
dollars  annually. 

Any  Fellow  whose  subscription  shall  be  more  than  nine 
months  in  arrears  shall  be  reminded  of  the  fact  by  the  Treas- 
urer in  writing ;  in  event  of  payment  not  being  then  made,  he 
may,  on  vote  of  the  Council,  be  dropped  from  the  Society. 

Each  Fellow  shall  pay  on  admission  an  initiation  fee  of 
twenty-five  dollars. 

Any  Fellow  who  shall  neither  attend  nor  present  a  paper  for 
three  successive  years  shall,  unless  he  offers  an  excuse  satis- 
factory to  the  Society,  be  dropped  from  Fellowship. 

AMENDMENTS. 

X.  Any  of  these  By-laws  may  be  amended,  repealed,  or 
suspended  by  a  two-thirds  vote  of  the  Fellows  present  at  any 
meeting;  provided,  previous  notice  in  ^\Titing  has  been  given 
at  the  annual  meeting  immediately  preceding  the  one  at 
which  the  vote  is  to  be  taken. 
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The  Society  does  not  hold  itself  responsible  for  the  views 
enunciated  in  the  papers  read  at  its  meetings. 

J.  RIDDLE  GOFFE,  M.D.,  Secretary, 

No.  29  West  Forty-sixth  Street,  New  York. 
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THE  PRESIDENT'S  ADDRESS. 


THE  PRESENT  STATUS  AND  FUTURE  WELFARE 
OF  THE  SOCIETi'. 


By  Edward  Reynolds,  M.D., 
Boston. 


Fellows  of  the  American  Gynecological  Society: 

You  will  all  remember  that  when  Lincoln  was  asked  to 
speak  at  the  dedication  of  the  National  Cemeten'  on  the  bat- 
tle-field of  Gettysburg  he  embodied  in  his  address  the  now 
famihar  words :  "The  world  will  little  note  nor  long  remember 
what  we  say  here,  but  it  can  never  forget  what  they  did  here." 
The  American  Gynecological  Society  owes  its  pre-eminence 
along  its  chosen  line  less  to  the  words  than  to  the  prolonged 
and  daily  labor  of  the  eminent  men  who  have  composed  it  in 
the  past,  and  must  owe  its  future  to  the  lifework  of  the 
equally  able  men  who  are  to  fill  its  membership  in  the  coming 
years.  He  who  has  been  elevated  however  unworthily  to  its 
presidency  must  necessarily  feel,  as  he  begins  his  Presi- 
dential Address,  that  what  he  has  to  say  here  ■will  be  of  little 
note  nor  long  remembered;  and  as  he  looks  back  along  the 
line  of  his  distinguished  predecessors  may  well  question 
whether  he,  too,  can  worthily  occupy  his  allotted  portion  of 
your  too  scanty  time.  Yet  he  can  but  feel  that  so  time- 
honored  a  custom  as  the  delivery  of  a  Presidential  Address 
must  have  a  well-established  reason  for  its  existence,  and  as 
he  searches  his  thoughts  for  material  that  may  be  worthy  of 
the  occasion  may  well  wonder  what  that  reason  is. 
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In  the  commercial  world  there  is  a  custom  which  is  uni- 
versally conceded  to  be  essential  to  prosperity,  of  devoting 
a  periodic  portion  of  its  working  time  to  the  process  known 
as  "taking  stock;"  of  pausing  in  its  labors  to  estimate  the 
present,  to  review  the  past,  and  from  its  failures  or  successes 
to  forecast  the  future.  Such,  it  seems  to  me,  should  be  the 
purpose  of  our  Presidential  Address. 

The  President  of  the  Society  may  not  be,  indeed,  must 
often  feel  himself  far  from,  the  wisest  or  most  devoted  of  its 
members,  yet  his  fulfilment,  during  the  year,  of  the  duties  of 
the  office  must  necessarily  have  led  him  to  give  thought  and 
consideration  to  many  matters  affecting  the  welfare  of  the 
Society,  which,  but  for  those  duties,  would  hardly  have 
attracted  his  attention.  It  is,  therefore,  fitting  that  he  should 
have  an  opportunity  of  making  to  the  Society  such  sugges- 
tions for  the  better  guidance  of  its  business  as  his  work  may 
have  led  him  to  conceive. 

Among  the  many  and  striking  changes  in  the  habits  of 
professional  life  which  have  occurred  within  the  memory  of 
the  elder  of  you,  indeed,  among  those  which  we  younger 
men  have  noted  even  in  the  last  two  decades,  we  must  be 
struck  with  the  decreasing  prominence  of  the  medical  society. 
With  the  increasing  complexity  of  modern  life  in  general  the 
annual  meeting  has  become  far  less  the  great  event  of 
the  year  than  it  was  to  our  fathers.  With  the  enormous  and 
from  many  points  of  view  regrettable  increase  in  the  number 
of  medical  publications,  with  the  increasing  prevalence  of 
the  habit  of  having  everything  come  to  the  office  desk,  to  be 
abstracted  and  prepared  by  assistants  before  it  reaches  the 
eyes  of  the  chief,  the  actual  hearing  of  the  papers  presented 
at  any  society  has  become  of  less  pressing  importance  to 
all  of  us.  There  has  been  of  late  years  a  notable  tendency 
toward  consolidation  of  local  societies  and  a  consequent  de- 
crease in  the  number  of  meetings  of  which  one  is  notified, 
or  which  he  is  expected  to  attend;  and  although  geographical 
circumstances  have  as  yet  delayed  the  appearance  of  this 
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tendency  among  national  societies,  the  signs  of  it  are  in  the 
air.  Few  societies  exist  which  do  not  worthily  fill  some 
special  niche.  Only  such  are  likely  to  continue  in  the  future, 
and  we  must  keep  an  eye  upon  our  laurels. 

The  main  raison  d'etre  of  such  a  society  as  this  must,  it 
seems  to  me,  lie  in  the  opportunity  which  it,  and  it  only,  pre- 
sents to  each  of  us  of  knowing  and  appreciating  the  abilities 
of  a  set  of  picked  men  coming  from  sections  distant  to  us, 
of  knowing  and  appreciating  both  the  men  and  their  work 
as  we  could  not  without  these  meetings;  and  to  this  end  the 
written  paper  presented  by  one  man  is  of  far  less  value  than 
the  spoken  and  more  informal  debate  which  calls  out  the 
energies  and  devc'lops  the  peculiarities  of  knowledge  and 
ability,  even  of  the  foibles  and  weaknesses,  of  many  men. 
It  is  in  the  discussion,  rather  than  by  the  written  paper,  that 
we  learn  to  know  and  appreciate  each  other. 

Our  program  is  always  a  crowded  one,  and  it  is  desirable 
that  it  should  be  so,  that  it  should  guide  the  discussion 
through  many  phases  of  gynecologic  work,  and  set  forth 
the  ideas  of  many  men ;  but  to  insure  full  discussion  of  a 
varied  and  interesting  list  of  papers  demands  year  by  year 
an  increasing  accuracy  of  organization.  The  twenty  min- 
utes' time  which  we  now  allot  to  each  reader  is  already  longer 
than  is  given  by  most  scientific  societies,  and  I  think  we  have 
all  noted  that  but  few  Fellows  succeed  in  commanding  the 
undivided  attention  of  their  audience  for  the  whole  of 
even  this  period  of  time.  Yet  we  must  not  forget  that  the 
papers  are  afterward  to  reach  a  larger  audience  through 
publication,  and  that  it  is  difhcult,  if  not  impossible,  to 
worthily  present  an  important  topic  within  the  limit  which 
can  be  delivered  in  even  a  longer  time.  In  this  dilemma  we 
may  well  turn  to  the  collective  experience  of  other  societies, 
to  the  various  expedients  which  one  or  another  of  them  has 
adopted  to  meet  their  difficulties,  and  to  a  consideration  of 
how  such  expedients  as  have  been  there  found  useful  may 
be  adapted  to  our  peculiar  needs. 
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The  use  of  the  printed  abstract  published  beforehand  has 
of  late  become  increasingly  prominent  in  many  of  our  sister 
societies,  and  in  the  British  INIedical  Association,  the  meet- 
ings of  which  have  the  reputation  of  being  among  the  most 
successful  and  interesting  of  all  societies,  this  use  of  the 
abstract  has  reached  its  highest  terms.  It  is  seldom  wise 
to  adopt  wholesale  the  regulations  of  other  organizations. 
It  is  usually  better  to  let  changes  follow  a  more  gradual  and 
natural  evolution  under  the  needs  of  the  individual  assembly, 
but  the  methods  of  the  English  association  may  well  be 
worth  a  passing  consideration  from  you,  and  especially 
from  those  of  you  who  must  in  their  turn  guide  the  destinies 
of  our  Society. 

A  Fellow  of  the  British  ^ledical  Association  who  desires 
to  present  a  paper  at  one  of  its  meetings  must  put  it  in  the 
hands  of  the  secretary,  complete  and  in  the  form  in  which 
he  desires  its  publication,  a  number  of  weeks  before  the  meet- 
ing, and  the  communication  may  be  of  any  length  he  chooses. 
A  paid  secretary,  a  qualified  and  experienced  medical  author, 
then  abstracts  each  paper  into  the  form  and  length  which  he 
considers  best  fitted  for  spoken  delivery.  This  official  then 
reads  the  abstracts  to  the  society  as  they  are  called  from  the 
program.  Such  a  reading  inaugurates  each  discussion,  and 
the  member  whose  ideas  have  been  thus  succinctly  set  before 
his  associates  takes  part  in  the  discussion  and  closes  it.  It 
is  said  that  their  experience  shows  that  the  ideas  of  the  indi- 
vidual member  are  by  this  method  better  and  more  intelli- 
gibly presented  to  the  society  than  if  he  had  read  to  them 
his  complete  paper.  The  time  of  the  society  is  economized, 
full  debate  is  encouraged,  and  at  the  same  time  the  member 
has  the  advantage  of  publishing  to  the  world  a  paper  in  which 
his  points  are  set  forth  to  the  fullest  length  and  without  time 
limitation.  Such  a  method  is,  perhaps,  too  far  advanced  for 
our  present  needs  or  possibilities,  yet  it  has  many  advantages, 
and  has  seemed  to  me  worth  caUing  to  your  attention  as  one 
toward  which  we  might  well  advance.    A  similar  method  has 
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been  adopted  by  common  consent  in  the  Association  of 
American  Physicians,  and  is  spoken  of  with  much  enthu- 
siasm by  the  members  of  that  society.  Would  it  not  be  wise 
for  us  to  give  this  method,  or  a  modification  of  it,  a  year's 
trial? 

We  must  not  underestimate  the  value  of  the  other — the 
social  side  of  our  meetings — but,  indeed,  none  of  us  is  Ukely 
to  forget  or  undervalue  the  warm  friendships  and  charming 
half-hours  which  accrue  to  all  of  us  from  our  membership  in 
the  Society. 

In  limiting  the  remainder  of  my  address  to  the  expression 
of  my  opinion  that  in  the  now  crowded  state  of  our  programs 
it  would  be  better  for  the  Society  that  the  conventional  length 
of  the  Presidential  Address  should  be  curtailed,  I  feel  that  if 
I  am  right  in  this  opinion  it  will  be  e\-idenced  by  the  conduct 
of  my  successors  in  this  honored  office.  If  their  course  should 
show  me  wrong,  may  I  hope  that  you  will  at  least  believe  that 
I  have  not  been  actuated  by  any  unworthy  desire  to  curtail 
my  own  labors,  but  rather  that  I  have  been  willing  to  risk 
the  possibility  of  incurring  such  odium  for  what  I  believe  to 
be  the  advantage  of  the  Society. 

In  conclusion,  may  I  take  this  opportunity  of  expressing 
to  each  and  all  of  you  my  thanks  for  the  kindly  personal  feel- 
ing which  must  have  actuated  you  when  you  elected  me  to 
your  Presidency,  for  which,  and  for  the  many  personal  pleas- 
ures which  I  have  enjoyed  in  this  Society,  I  am,  and  must 
always  gladly  remain,  your  wilUng  debtor. 


THE  TREATMENT  OF  GALLSTONES  FOUND  AS 

A  COINCIDENCE  IN  ABDOMINAL  OR 

PELVIC  OPERATIONS. 


By  John  G.  Clark,  M.D., 
Philadelphia. 


In  a  recent  paper'  read  before  the  Chicago  Gynecological 
Society  I  have  briefly  taken  np  some  of  the  unsettled 
problems  in  abdominal  surgery,  and  it  is  one  of  these  that 
I  have  elaborated  and  wish  to  bring  before  you  for  dis- 
cussion. What  shall  be  our  surgical  attitude  if  gallstones 
are  found  as  a  coincidence  with  some  other  abdominal 
lesion  for  which  the  primary  operation  is  performed?  This 
subject  is  unquestionably  a  debatable  one,  and  while  I  am 
following  a  fixed  plan  at  present,  I  may  see  reasons,  in  the 
future,  to  change  my  \'iewpoint. 

If  we  are  to  accept  the  much-quoted  statement  that  95 
per  cent,  of  gallstones  produce  no  symptoms,  then  in  each 
100  cases  in  which  gallstones  are  removed  as  a  coincident 
part  of  another  operation,  95  may  be  looked  upon  as  meddle- 
some surgery.  Let  us,  however,  not  inadvisedly  employ 
this  statement,  drawn  from  pathologic  and  dissecting-room 
records,  as  a  text  for  cases  as  we  see  them,  but  let  us  go 
behind  the  conditions  as  they  are  presented  at  the  time  of 
an  operation.  Certainly  no  one  would  advise  all  individuals 
to  have  the  appendix  removed  as  a  prophylactic  measure 

'  Unsettled  Questions  in  Abdominal  Surgery.  American  Journal 
of  Obstetrics,  1904,  vol  xlix.,  No.  5. 
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against  a  possible  attack  of  appendicitis,  even  if  he  knew 
that  1  per  cent,  or  more  of  all  persons  would  sooner  or  later 
have  this  disease;  and  yet,  when  the  abdomen  is  opened 
for  some  other  cause,  many  surgeons  will  hold  that  you  run 
a  very  small  risk  and  in  the  end  w\\\  do  much  more  good 
than  harm  by  this  additional  operation.  With  a  series  of 
120  of  these  cases  in  my  own  experience,  with  only  one 
death,  and  that  not  attributable  to  the  appendicectomy,  and 
with  the  pathologic  analysis  of  these  cases  before  me,  which 
show  many  more  or  less  serious  lesions,  I  feel  fully  justified 
in  advocating  this  course.' 

To  reach  a  good  working  surgical  rule  in  all  debatable 
questions,  each  operator  must  take  into  consideration,  first, 
the  history  of  the  disease,  and,  second,  what  he  and  others 
have  accomplished  in  the  operative  treatment  of  these 
conditions. 

In  reviewing  the  recent  literature  on  cholelithiasis  I  am 
impressed  especially  with  one  fact,  and  that  is  that  our 
knowledge  relative  to  the  early  stages  of  tliis  disease  is  very 
indefinite.  AMiile  many  cases  do  not  produce  the  classic 
symptoms  as  usually  given  in  medical  text-books,  yet  I  am 
sure  that  as  our  knowledge  concerning  the  etiology  and 


'  In  a  histologic  examination  of  120  appendices  removed  as  a  coin- 
cident  part  of  some   other  abdominal   operation,  the  proportion  of 
pathologic  lesions  was  as  follows: 

Normal  appendices       .  .  .  .  .  .  .25 

Periappendicitis  .  .  .  .  .39 

Appendicitis,  catarrhal  (15  mild,  3  chronic)     .  .  .18 

Appendicitis,  chronic  (4  mild)        .  .  .  .  .18 

Appendicitis,  obliterative       ......      8 

Appendicitis,  acute       .  ......     4 

Hj'perplasia  of  Ij^mphoid  elements  in  appendix        .  .     2 

Appendicitis,  mild  acute        ......     3 

Fecal  concretions  in  appendix        .  .  .  .  .5 

Appendicitis,  interstitial         ......      1 

Carcinoma  of  appendi.x,  primary-    .  .1 

Pressure  atrophy  of  appendical  mucosa,  due  to  kink         .      1 
Constriction  due  to  previous  catarrhal  disease  .  .      1 


10  THE  TREATMENT  OF  GALLSTONES 

clinical  course  of  gallstones  increases,  many  symptoms 
which  are  now  attributed  to  gastralgia,  indigestion,  func- 
tional disturliances  of  the  gastrointestinal  tract,  etc.,  will 
be  ascribed  to  the  presence  of  gallstones,  with  associated 
infection,  which  is  so  frequently  found  in  cholelithiasis. 

Concerning  the  etiology  of  gallstones,  three  facts  have 
been  prominently  brought  forward  in  recent  investigations: 
1.  That  the  bile,  as  formerly  believed,  is  not  bactericidal; 
(2)  that  the  micro-organisms  in  the  gall-bladder  are  pre- 
disposing if  not  absolute  causative  factors  in  the  formation 
of  gallstones;  (3)  when  gallstones  are  present  in  the  gall- 
bladder, infection  in  that  viscus  is  much  more  likely  to  take 
place.  It  is  a  bacteriologic  law  that  stagnation  of  any  vital 
fluid  around  a  foreign  body  predisposes  to  infection,  and  it 
would  appear  to  be  a  just  conclusion  that  even  if  the  usually 
innocuous  colon  bacillus  is  present  in  the  gall-bladder,  asso- 
ciated with  stagnant  bile  and  gallstones,  even  though  the 
classic  symptoms,  colic  and  jaundice,  are  not  noted,  the 
patient  must  at  least  suffer  more  or  less  from  toxemia. 
This  view  will,  I  beheve,  sooner  or  later,  be  held  by  many 
leading  physicians  and  surgeons.  Musser,'  who  has  been 
prominently  identified  with  the  medical  side  of  this  question, 
in  his  introductory  remarks  to  a  paper  presented  before 
the  Congress  of  American  Physicians  and  Surgeons  says: 
"The  era  we  are  about  to  enter  bodes  for  good.  It  looks 
as  though  we  would  go  through  the  cycles  of  acti^dty  and 
inactivity,  as  in  the  earlier  periods  of  appendicitis,  in  the 
treatment  of  gall-bladder  infections."  This  writer  especially 
called  attention  to  the  secondary  manifestations  of  chole- 
lithiasis, and  strongly  urged  the  early  surgical  intervention 
to  prevent  these  sequels  and  complications.  He  says:  "Let 
us  see  to  it  that  the  primary  ailments  are  cared  for,  blocking 
thereby  the  oncoming  of  secondary  conditions.     Fifty  years 

'  Medical  and  Surgical  Aspects  of  the  Diseases  of  the  Gall-bladder 
and  Bile-ducts.  Transactions  of  the  Association  of  American  Physi- 
cians and  Surgeons,  1903. 
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from  now  the  secondary  phenomena  will  be  as  rare  as  those 
which  are  secondary  to  disease  now  removed  early,  as 
cataract,  appendicitis,  vesical  calculus,  and  a  score  of  other 
conditions.  Students  of  that  day  will  mar\'el  at  the  reports 
of  cases  of  the  present  day."  He  then  predicts  that  many 
cases  diagnosed  as  tuberculosis,  nephritis,  and  cardiac 
disease  will  be  prevented  because  they  are  merely  mani- 
festations of  terminal  infections,  the  primary  source  of 
which  is  in  the  biliary  apparatus.  As  yet  no  careful  research 
work  has  been  carried  out  to  demonstrate  this  possible 
connection  of  pathologic  conditions  secondary,  to  chole- 
lithiasis. 

Herter,'  after  re\'iewing  the  etiology  of  the  disease,  inclines 
strongly  to  the  bacteriologic  theory  as  to  the  origin  of  biliary 
calculi.  He  says:  "It  is  plain  from  what  has  been  said  that 
there  is  at  present  no  unequivocal  evidence  that  gallstones 
arise  from  constitutional  derangements  unconnected  with 
micro-organic  invasions  of  the  gall-bladder."  To  guard 
against  a  positive  acceptance  of  this  ^^ew,  he  makes  the 
following  qualifj-ing  statement:  "^\'hile  gallstones  are 
commonly  the  result  of  local  infections,  we  should  carefully 
guard  against  the  conclusion  that  they  can  never  have  a 
diathetic  origin.  It  is  at  least  highly  probable  that  diathetic 
conditions  are  capable  of  so  altering  the  composition  of 
bile  as  to  favor  materially  the  production  of  calculi  in  the 
presence  of  suitable  local  bacterial  acti\nties." 

Herter's  paper,  which  is  based  upon  his  personal  research 
and  a  most  judicious  analysis  of  the  Hterature,  leaves  but 
little  question  as  to  the  bacterial  origin  of  gallstones. 

If  gallstones  are  once  deposited  in  the  gall-bladder,  the 
favoring  conditions  for  periodic  or  chronic  infection  are 
always  present.  In  almost  all  cases  of  cholelithiasis  which 
come  to  operation  bacteria  are  discovered.  Thus,  Peterson, 
in  fifty  operations  for  gallstone,  found  micro-organisms  forty- 

•  Etiology  and  Chemical  Pathology  of  Gallstones.  Transactions  of 
the  Association  of  American  Physicians  and  Surgeons,  1903. 
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four  times.  In  the  majority  of  instances  (36)  the  colon  bacilhis 
was  found,  and  while  we  know,  as  a  rule,  that  this  is  not 
a  serious  pathogenic  micro-organism,  yet  it  is  capable  of 
producing  pus  and  of  elaborating  very  depressant  toxins. 
All  of  us  have  seen  into  what  a  wretched  constitutional 
state  a  patient  may  fall  who  has  a  pelvic  abscess  in  which 
only  the  colon  bacillus  is  found. 

There  is,  perhaps,  no  organ  into  which  organisms  may 
find  their  way  more  readily  than  into  the  gall-bladder,  for 
there  are  three  chief  avenues  of  approach:  (1)  from  bacteria 
circulating  in  the  general  blood  stream  and  reaching  the 
liver  through  the  hepatic  veins;  (2)  by  the  direct  passage 
of  bacteria  into  the  common  bile-duct  from  the  duodenum; 
(3)  by  the  transportation  of  bacteria  from  the  intestine 
through  the  portal  circulation. 

Time  and  again  experiments  have  showii  that  not  only 
bacteria,  but  minute  foreign  granules  may  be  deposited  from 
the  hepatic  circulation  in  the  biliary  capillaries  and  trans- 
ported directly  to  the  gall-bladder. 

The  point,  therefore,  which  I  would  make  froiji  the  brief 
abstract  of  some  of  Herter's  statements  is  that  in  every  case 
of  cholelithiasis  the  gall-bladder  is  a  point  of  decided  de- 
creased resistance,  and  that  bacteria  are  usually  found  either 
incorporated  in  the  stones,  actually  free  upon  their  surface, 
or  in  the  stagnant  bile.  Can  we,  therefore,  safely  assume 
that,  because  none  of  the  classic  symptoms  of  gallstones  have 
been  present  in  a  given  case,  there  is  no  local  or  general 
deleterious  impression  being  made  upon  the  patient's  health  ? 
If  we  go  minutely  into  the  analyses  of  our  cases  in  which 
gallstones  are  found  coincident  with  some  more  pressing 
surgical  condition,  I  am  certain  we  may  do  much  to  close 
up  a  gap  in  the  clinical  history  of  cholelithiasis.  Herter 
appends  a  statistical  note  relative  to  the  proportion  of  gall- 
stones found  in  2371  autopsies  made  in  the  Presbyterian 
Hospital  of  New  York.  In  this  number  there  were  179 
cases  (7.6  per  cent.),  of  which  99  were  in  women  and  80  in 
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men.  As  the  percentage  of  males  among  the  entire  number 
of  individuals  subjected  to  autopsies  was  65.5,  the  occurrence 
of  cholelithiasis  was,  therefore,  twice  as  often  in  men  as  in 
women.  Only  7  cases  occurred  before  the  patient  was  forty 
years  old,  in  men,  whereas  26  were  found  in  women  before 
this  age.  In  both  sexes,  therefore,  by  far  the  largest  pro- 
portion of  gallstones  are  found  after  forty  years  of  age.  So 
far  as  the  actual  history  of  gallstones  is  concerned,  as 
evidenced  by  colic  or  obstructive  jaundice,  only  9  patients 
were  noted  as  suffering  from  this  disease  in  the  autopsy 
protocols.  It  is  a  significant  fact,  however,  that  in  56  cases 
the  liver  was  congested  or  nutmeg;  in  some  of  these  the  liver 
was  also  fatty  or  cirrhotic;  the  liver  was  excessively  fatty  in 
28  and  cirrhotic  in  20  cases.  All  but  6  of  the  28  cases  of 
fatty  liver  occurred  in  women,  and  a  large  proportion  of 
these  were  over  forty.  New-growths  were  present  in  the 
liver  in  9  cases;  abscesses  existed  in  6  cases.  If,  therefore, 
we  lay  stress  upon  the  points  made  by  Musser  relative  to 
the  secondary  manifestations  of  cholelithiasis,  we  must 
strongly  incline  to  the  belief  that  some  of  these  pathologic 
conditions  in  the  liver  were  secondary  to  the  gallstone 
disease. 

Dock,  of  Aim  Arbor,  in  his  discussion  before  the  Congress 
of  American  Physicians  and  Surgeons,  speaks  first  of  the 
class  of  cases  of  gallstones  which  are  easily  recognizable, 
and  which  only  carelessness  or  ignorance  would  prevent 
the  physician  from  sending  to  the  surgeon.  He  next  refers 
to  those  cases  in  which  all  of  the  ordinary  symptoms  may 
be  absent,  or  those  present  may  resemble  appendicitis  or 
renal  colic.  Most  of  them,  he  says,  may  easily  be  differ- 
entiated by  a  careful  examination,  but  some  cases  will  still 
remain  obscure  and  will  have  to  be  cleared  up  by  the  surgeon. 
Some  of  these  cases  have  no  history  of  gallstone  disease, 
and  many  of  them  do  not  come  to  autopsy  at  all,  so  that 
the  pathologist  does  not  have  an  opportunity  of  studying 
them.    He  says  that  more  has  been  learned  from  the  surgeon 
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than  from  the  pathologist  in  these  cases,  and  he  ventures 
the  opinion  that  still  more  will  be  learned  in  this  way.  He 
has  been  particularly  impressed  with  the  cases  of  stomach 
disease  which  stimulate  gallstone  disease,  and  with  diseases 
of  the  biliary  tract  involving  the  stomach. 

To  determine  the  frequency  of  gallstones,  Celia  D.  Mosher 
has  made  an  analysis  of  the  records  of  1655  autopsies  in  the 
Johns  Hopkins  Hospital,  of  which  1038  were  on  males  and 
617  on  females.  Of  the  total  number,  6.4  per  cent,  were 
found  to  have  stones.  This  corresponds  to  the  smallest 
prevalence  reported  in  Europe.  The  majority  of  the  cases 
occurred  after  thirty  years  and  the  maximum  was  reached 
after  the  age  of  forty.  The  condition  is  less  frequent  in  the 
colored  than  in  the  white  race,  and  men  were  only  affected 
five-ninths  as  often  as  women.  Examination  of  the  records 
of  the  Baynew  Asylum  shows  that  paupers  there  have  gall- 
stones twice  as  often  as  the  hospital  patients.  As  to  the 
greater  prevalence  in  women,  she  thinks  it  may  be  due  to 
tight  lacing  and  the  wearing  of  belts. 

Dr.  Kelly'  has  for  some  time  been  in  the  habit  of  examin- 
ing for  gallstones,  and  also  into  the  condition  of  the  appendix 
in  all  cases  of  laparotomy,  and  has  found  gallstones  present 
in  8  per  cent,  of  all  his  patients,  and  they  are  especially 
coincident  with  ovarian  tumors. 

The  error  which  I  believe  is  concealed  in  the  statement 
that  in  95  per  cent,  of  cases  of  cholelithiasis  the  patients 
have  not  suffered  from  symptoms,  arises  from  the  fact  that 
these  are  all  from  autopsy  or  dissecting-room  observations. 
Of  course,  the  statistics  derived  from  the  latter  source  are 
worthless,  except  for  the  bald  fact  that  in  a  given  number 
of  cadavers  a  certain  percentage  of  gallstones  may  be  present. 
Likewise  the  clinical  history  is  frequently  absent,  or  is 
usually  not  appended  to  the  pathologic  records.  I  believe, 
therefore,  when  we  take  into  consideration  the  possibility 
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of  a  serious  fallacy  in  these  general  statements,  and  also, 
further,  that  even  in  cases  in  which  operation  is  done  for 
gallstone  attacks,  colic  and  jaundice  are  frequently  absent, 
and  that  all  of  our  most  astute  clinicians  admit  that  there 
is  a  wide  hiatus  in  the  clinical  histories  of  so-called  latent 
cases,  it  falls  within  the  province  of  every  abdominal  surgeon 
to  look  carefully  into  all  cases  in  which  it  is  feasible,  to 
discover  (1)  whether  gallstones  are  present;  (2)  to  ascertain 
fully  all  symptoms  which  have  been  ascribed  to  disturbances 
of  digestion;  and  (3)  to  determine  whether  we  are  justified 
in  removing  these  foreign  bodies  if  they  are  found. 

I  have  not  gone  minutely  into  the  various  phases  of  gall- 
stone disease  in  this  paper,  my  purpose  being  merely  to 
point  out  the  deficiencies  which  are  yet  quite  evident  in 
this  chnical  chain. 

Is  the  mortality  attending  these  coincident  operations  so 
great  that  the  operation  should  not  be  performed?  Let  us 
see  what  statistics  show  in  cases  which  are  forced  to  operation 
by  acute  symptoms. 

In  Mayo's  large  series  of  cases  there  were  208  operations 
for  uncomplicated  stones  in  the  gall-bladder,  with  a  mortality 
of  less  than  1  per  cent.  Kehr  says  that  among  his  patients 
who  had  gallstones  in  the  gall-bladder  the  mortality  did  not 
exceed  1  per  cent.  I\Iayo  Robson,  in  the  preface  to  the 
last  edition  of  his  book,  says:  "When  the  operation  has 
been  undertaken  for  simple  diseases,  such  as  gallstones,  in 
the  absence  of  cancer  and  jaundice,  with  suppurative  or 
infective  cholangitis,  the  mortality  has  only  been  1.06  per 
cent." 

Do  these  statements  not  promptly  settle  the  question  as 
to  the  very  small  danger  attending  the  simple  operations? 
Before  alluding  to  my  own  experience  in  a  comparatively 
short  series  of  coincident  operation,  attention  should  espe- 
cially be  drawn  to  the  fact  that  the  more  urgent  symptoms 
of  the  gynecologic  condition  may  obscure  those  pointing  to 
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the  gall-bladder.  Here  especially  a  gynecologic  myopia  may 
be  so  pronounced  that  only  the  pelvic  lesion  is  seen ;  therefore 
there  should  be  the  fullest  breadth  to  our  histories  and  to 
our  abdominal  examinations.  In  abdominal  surgery,  even 
after  the  incision  is  made,  the  classic  statement  "he  who 
diagnoses  well,  treats  well,"  is  especially  in  force.  To  draw 
specific  attention,  therefore,  to  the  question  in  hand,  we 
must  not  forget  that  when  a  woman  consults  us  it  is  because 
she  is  a  suffering  individual,  and  if  gallstones  are  associated 
with  some  other  pelvic  or  abdominal  lesion,  we  cannot  by 
any  means  rule  out  the  cholelithiasis  as  a  factor  in  her  case, 
especially  if  digestive  disturbances,  as  is  frequently  the  case, 
are  prominent  symptoms.  Gallstones,  therefore,  are  by  no 
means  so  likely  to  be  a  dormant  factor  in  these  individuals 
as  they  may  have  been  during  the  life  of  the  dissecting-room 
or  autopsy  subject. 

If,  as  the  operative  statistics  show,  the  mortality  from 
simply  cholecystotomy  is  so  small,  I  believe  operative  inter- 
vention in  the  class  of  cases  to  which  I  allude  is  indicated, 
for,  as  I  have  stated,  a  new  chapter  may  in  this  way  be 
added  to  the  history  of  the  so-called  dormant  cases. 

That  the  gallstones  may  be  producing  symptoms  at  the 
time  of  or  very  soon  after  the  gynecologic  operation  I  am 
con\anced  from  my  own  experience.  In  one  case,  the  history 
of  which  is  appended  to  this  paper,  gallstones  were  unques- 
tionably overlooked  in  two  previous  operations,  one  of 
which  was  performetl  by  another  surgeon  and  one  by  myself. 
In  a  second  instance  I  have  every  reason  to  tlaink  that 
dormant  gallstones,  which  subsequently  caused  the  death 
of  the  patient,  were  present  in  a  case  of  myoma  uteri  at 
the  time  a  hysteromyomectomy  was  performed.  The  oper- 
ation was  difficult,  and  at  its  completion  the  routine  cyclic 
examination  was  omitted.  The  patient  died  a  year  later 
from  cholangitis,  which  was  preceded  by  two  classic  gall- 
stone attacks  in  quick  succession.    In  a  third  case  the  second 
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operation  revealed  several  gallstones,  and  I  am  certain  from 
the  subsequent  history  of  the  case  that  gastric  sjTiiptoms, 
which  have  been  relieved  since  the  second  operation,  arose 
from  this  source.  Bearing  upon  this  point  I  have  quite 
recently  obtained  the  following  interesting  history  from  an 
office  patient: 

The  patient,  a  married  woman,  aged  thirty-five  years,  has 
a  child  aged  twelve  years.  Shortly  after  marriage  she  had 
a  miscarriage,  and  since  then  has  never  been  well.  Two 
miscarriages  subsequently  occurred,  and  then  a  full-term 
child  was  born.  The  labor  was  not  instrumental;  the  patient, 
however,  sustained  a  laceration  which  was  repaired  several 
years  later.  She  has  been  a  semi-invalid  for  the  last  nine 
years,  during  which  time  she  has  had  four  operations: 
First,  nine  years  ago,  a  simple  curetment.  Second,  eight 
and  a  half  years  ago,  a  suspension  of  the  uterus.  Third, 
six  years  ago,  appendicectomy  and  Edebohls'  operation  for 
suspension  of  the  right  kidney.  Fourth,  amputation  of  the 
cer\ix  uteri  and  herniotomy  for  ventral  hernia.  The  patient 
unquestionably  belongs  to  the  neurotic  class,  but  her  history 
is  very  significant  and  suggests  a  strong  probability  that  the 
source  of  her  troubles  has  not  been  reached  by  any  of  these 
operations,  for  her  chief  complaint  is  and  has  been  in  the 
right  hypochondriac  region.  She  says  there  is  always  a 
burning  sensation  at  this  point,  and  at  times  there  are  acute 
exacerbations  of  pain.  Black-and-blue  spots  periodically 
appear  over  the  body,  and  for  the  last  few  years  her  com- 
plexion has  been  marred  by  yellow  splotches  and  her  face 
is  becoming  more  sallow.  When  these  attacks  are  persistent 
she  loses  flesh  rapidly.  The  bowels  are  greatly  constipated, 
alternating  at  times  with  diarrhea.  Sometimes  the  alvine 
discharges  are  very  black,  and  at  other  times  she  has  had 
light-colored  stools.  Following  the  attacks  of  soreness  in 
the  right  side  she  has  chills.  At  the  time  of  the  nephror- 
rhaphy  she  says  her  pain  was  the  same  as  it  is  at  present. 

Gyn  Soc  2 
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She  never  vomits,  but  is  frequently  nauseated.  From  the 
time  of  her  first  operation  she  has  had  this  persistent  distress 
in  the  hypochondrium,  and  instead  of  being  reUeved  by  her 
various  operations  she  has  steadily  grown  worse.  Her 
menstrual  periods  are  regular,  accompanied  by  pain  in  the 
right  ovarian  region;  the  flow  persists  a  week  to  ten  days. 
At  times  she  is  subject  to  great  flatulence.  Pelvic  exami- 
nation is  negative.  The  abdomen  is  flat  and  more  or  less 
hypersensitive  to  touch,  and  this  is  especially  marked  in  the 
hypochondriac  region.  The  result  of  the  nephrorrhaphy, 
so  far  as  holding  the  kidney  in  position,  is  perfect.  There 
is  no  palpable  enlargement  of  the  gall-bladder,  but  the  liver 
dulness  is  slightly  greater  than  normal.  From  the  history 
one  cannot  positively  say  that  she  is  not  one  of  the  per- 
sistently complaining,  neurotic  class,  but  I  cannot  resist  the 
thought  that  she  has  had  more  or  less  chronic  infection  in 
the  gall  passages  associated  with  cholelithiasis.  Her  physician 
is  now  prescribing  treatment  to  meet  this  condition.  If 
after  three  or  four  months  her  symptoms  are  not  better,  an 
exploratory  section  may  be  advised. 

As  to  the  operative  technic  in  these  combined  operations 
it  is  usually  simple,  being  essentially  that  recommended  by 
Kelly.  If  gallstones  are  discovered,  the  gall-bladder  is 
pushed  up  with  one  hand  in  the  abdomen  to  a  point  against 
the  anterior  abdominal  wall,  where  it  can  easily  be  reached 
by  a  short  incision.  The  incision  may  be  a  longitudinal 
one  through  the  outer  border  of  the  right  rectus  muscle,  or 
one  parallel  with  the  lowest  fixed  rib,  depending  entirely 
upon  the  location  of  the  gall-bladder.  After  the  incision 
is  made  a  gauze  pack  should  be  inserted  to  protect  fully 
the  peritoneal  cavity  from  the  possible  escape  of  bile.  The 
gall-bladder  is  pulled  well  up  into  the  wound  and  opened 
by  a  small  incision,  when  the  calculi  may  be  expressed  with 
the  abdominal  hand  or  removed  with  a  gallstone  scoop. 
In  some  cases  the  gall-bladder  has  been  sutured  and  dropped 
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back  without  an  abdominal  drain,  in  some  it  has  been 
partially  or  wholly  extirpated,  while  in  others  a  cholecyst- 
ostomy  has  been  performed.  AMiile  various  operative  pro- 
cedures have  been  employed  in  the  several  cases  upon  which 
I  have  operated,  in  general,  I  should  say  that  in  simple 
cases  the  best  interest  of  the  patient  will  be  conserved  if 
a  cholecystostomy  is  performed.  If  the  gall-bladder  is 
closed  and  dropped  back  without  drainage  there  is  always 
the  danger  of  its  rupture  with  subsequent  peritonitis.  To 
quote  from  my  Chicago  paper  concerning  the  counter- 
indications  to  the  examination  of  the  gall-bladder,  the  rule 
may  be  stated  as  follows: 

When  the  operation  in  the  pelvis  has  been  attended  with 
the  evacuation  of  pus,  which  if  generally  distributed  in  the 
peritoneal  cavity  might  give  rise  to  a  peritonitis,  this  explo- 
ration should  be  omitted.  When  the  patient  is  in  a  critical 
condition  at  the  termination  of  the  operation  it  should  not 
be  made.  In  cases  in  which  operation  is  done  for  a  simple 
condition  when  the  clinical  symptoms  are  clear  cut  and 
point  definitely  to  but  the  one  condition  it  should  again  be 
omitted. 

Concerning  old  pelvic  inflammatory  cases  in  which  the 
septic  area  in  the  pelvis  is  completely  walled  off  by  adhe- 
sions, the  examination  of  the  gall-bladder  may  be  made 
immediately  after  the  abdomen  is  opened,  before  the  pelvic 
adhesions  are  broken  up.  In  this  way  the  danger  of  dis- 
tributing the  septic  material  may  be  avoided. 

So  far  my  experience  has  not  been  extensive,  but  with 
the  histories  of  these  cases  before  me,  I  feel  that  I  am  justified 
in  pursuing  this  course.  I  am  by  no  means  dogmatic,  how- 
ever, and  reiterate  positively  that  this  is  a  new  and  unsettled 
question. 

Conclusions.  1.  The  usual  statement  that  95  per  cent, 
of  gallstones  produce  no  sj-mptoms  is  fallacious  because  it 
is  drawn  from  autopsy  and  dissecting-room  statistics. 
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2.  Recent  researches  point  very  strongly  to  the  bacterio- 
logic  origin  of  gallstones. 

3.  Bile  is  not  bactericidal,  for  in  the  majority  of  cases 
of  cholelithiasis  micro-organisms  of  a  more  or  less  pathogenic 
nature  are  discovered. 

4.  Under  these  circumstances  many  more  or  less  vague 
sjTnptoms  attributed  to  gastrointestinal  or  general  consti- 
tutional disturbances  may  arise  from  toxins  elaborated 
around  these  foreign  bodies  in  the  gall-bladder. 

5.  All  clinicians  admit  that  there  is  a  wide  hiatus  in  the 
clinical  symptoms  between  the  early  formation  of  gallstones 
and  the  so-called  classic  attacks  of  biliary  colic  with  jaundice. 

6.  Abdominal  surgeons  should  make  a  most  careful  record 
of  all  gastrointestinal  or  hepatic  symptoms  and  other  vague 
epigastric  pains  and  associate  these  with  an  examination  of 
the  gall-bladder,  with  a  Adew  to  establishing  a  further  link 
in  the  symptomatology  of  cholehthiasis. 

7.  As  cholelithotomy  in  a  large  series  of  cases  has  been 
attended  with  less  than  2  per  cent.  mortaUty,  the  coincident 
removal  of  gallstones  with  some  other  abdominal  operation 
is  not  a  hazardous  undertaking. 

8.  In  my  series  of  cases,  more  than  50  per  cent,  have 
shown  symptoms  which  could  be  unquestionably  or  with 
great  assurance  attributed  to  the  presence  of  gallstones. 

9.  This  coincident  operation  should  be  dictated  by  the 
most  careful  surgical  judgment,  for  if  the  patient  is  in  a 
critical  condition  from  a  prolonged  operation,  or  the  primary 
operation  has  been  a  septic  one,  this  extra  operation  may 
be  attended  by  serious  results. 


SYNOPSIS    OF    THIRTEEN    CASES    OF     COINCIDENT     GALLSTONE 
OPERATIONS. 

From  a  review  of  the  following  synopsis  of  cases  it  will  be 
seen  that  in  three  instances  classic  symptoms  of  gallstones 
were  present;  in  four  cases  symptoms  strongly  suggesting  gall- 
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stones  were  noted;  while  in  six  the  symptoms  were  at  most 
either  very  vague  or  absent  altogether.  In  some  of  these 
negative  cases,  however,  more  or  less  discredit  must  be 
cast  upon  the  histories,  for  details  relative  to  the  general 
condition  were  very  meager  or  entirely  overlooked  in  the 
concentration  of  the  resident  physician's  queries  upon  the 
symptoms  referable  to  the  pelvic  organs. 


22 


THE  TREATMENT  OF  GALLSTONES 


*2  i  fl J.J3  ^-coja 

■o  btis  Ot? 

■ 

i«g&. 

o 

d 

3 

Sw 

Jlljj 

5  tf  c«2  o  8 

^ 

"  S  =  2 

03o?S 

« 

g    > 

§5  a  SJS'gS 

WO 

-s 

P 

> 

1 
1 

o  * 

•«: 

Oh 

M 

11-  = 

||||=|3 

1 

3 

1 
2 

3 
1 

s 

§ 

t 

1 

iill 

OS     ^ 

■Is  Si; 

g'2|? 
—  »  S  * 

c-'S  "-^'S     .-2  ■ 
ga*S2S^^o| 

aoj  o   • 

fill 

c  a  aJ3 

ogES^„u° 

s  Pi  tip 

3  -? 
5| 

S  o  >. 

C  i< 

oiS 

E'SSg-«i 

!«-§ 

8  °'  s 

«5'5e  Sgaj 

M        ua 

a  o.o£  g  S 

lit 

i 

111 

g'3  jjj 

°:#=ll 

ftO. 

02 

aSa 

S.i2 

|ll.slll 

>* 

•->* 

o  .-t>. 

^ 

a 

il 

2 

•g     ja  SB'S  i   . 

d 
g 

p. 

iflL 

il! 

o 

ci  clo    a 

to  P.'O 

a  S:  u  »  b  g  O 

U.a 

iu  o  — i4  © 

>.o  J 

o" 

_!  =  "-'■ 

Bjou 

ggS£-o 

Primary  dis- 
ease for 

which  opera- 
tion was 

performed. 

|| 
S  o 

a 
l| 

3       1 

QJ  3  - 

3|l 

si 

|22|.i<"s|| 

I'gi-oigl 

■as 

il 

il 

IS 

Scb  ^ 

a>  >-• 

-^S-s 

**'d 

>>s 

>i^ 

i»S 

as 

o  g 

sa 

si 

SB 

«  • 

j^ 

Q 

go  O 

5» 

« 

a. 

o 

o 

JOHN  G.  CLARK 


23 


llgllglll  i 


sS 


■'S     ■s-oS-S'So 


to. 
Poo 


£fPS 

ijll 

£-1 

ill 

if-S 
til 

111 


"•S  "  £.S'2  L     -        -  ^ 
•=-g5o--¥-f  =  ^E  =  ^"i 

lll|liiPi-?i-i 

o     c  -  c  a;^  »  g  G— 6*1.  t 
"gag  J;  a    g<j,^aM^i 


im 


o=Sl.. 

>"0 

°^&"^ 

I'|gci 

'6j3 

3  g'cj:.^ 

11 

lili 

-    iss- 

t>^ 

§5 

§■§•§» 

S— 

a-gg| 

sag 

llaa 

^.-O  p  o 

"  5  " 

O  p.  JO 


II 


wla"' 


O.C, 

CO  a 


•24 


THE  TREATMENT  OF  GALLSTONES 


» 

"^Ui 

B 

P 

!t 

i|il 

0 

0  0 

V 

V  d 

C^i3  0) 

1 

a 

a*g 

s 

ll 

11!  it 

0  <u 

0  c3 

u 

0 

h'~    *■" 

O.S2  bE'S 

S|S§2 

fc>S^ 

s 

mV' 

^      -a   r^ 

a 
1 

1 
S 

f 

3 

llill 

jjlJll 

|£-§S§ 

■gccJS.a 

iilif 

.a 

■c 

a 
2 

0  »-  0)  0     0 

I's-a'St 

a 

„J3  "'-  MO 

**  c  »  «  g 

1 

g  E  S  1  MS  g. 

!l||.ai 

•S  c  >  a  a 

c. 

Ph 

ll 

■3  & 

iiPiigi 

£  =  1    ■£§• 

si 
fa 

r 

IllliliiHlll 

g  S  ce  cs  0  Si's  p,ffl  o'o<2:s 
0 

til 

■3  CJ  ® 

"ai 

Pi 

1 

0.02 

%sSc 

s 

0  t  >» 

2  0  0 

;=  >ibrT3 

V 

t.  0  t) 

0. 
0 

So."" 

i     i 

■c 

S  J, 

«-d 

2 

s 

1 

C  "^  - 

Prima 
ease 

which 
Hon 

perfo 

II 

OS 

1=1 

•o  « 

S-a 

£5" 

£■3 

g-g 

^1 

g-g 

So 

oi  2 

sa 

sa 

^ 

r* 

m  6 

cc 

01 

ga 

r-l 

r-i 

JOHN  G.  CLARK  25 

HECORD    OF    CASES. 

No.  1.  Multilocular  ovarian  cyst;  cholelithiasis.  Gynec. 
No.  600. 

In  the  following  history  unquestionable  gallstone  attacks 
antedated  the  appearance  of  the  multilocular  cyst.  The 
attacks  were  so  characteristic  that  her  physician  had  made 
the  diagnosis  of  gallstone  colic  a  year  before  the  operation 
was  performed  for  the  cyst.  Notwithstanding  these  severe 
attacks  of  colic  there  has  never  been  a  well-defined  history 
of  jaundice. 

Married  woman,  aged  forty  years.  Has  borne  three 
children;  oldest  nineteen,  youngest  eleven  years  of  age. 
Labors  were  difficult,  but  not  attended  by  complications. 
Menstrual  flow  regular;  not  painful;  lasting  four  days; 
profuse.  With  the  exception  of  the  usual  diseases  of  child- 
hood, she  was  well  until  one  year  ago,  when  she  had  an 
attack  of  severe  epigastric  cohc,  which  her  doctor  said  was 
due  to  gallstones.  Since  then  she  has  suffered  with  two 
such  attacks.  There  is  an  uncertain  history  of  jaundice. 
Last  attack  occurred  six  months  before  admission  to  hospital, 
but  was  not  accompanied  by  vomiting,  though  at  these 
times  there  was  shght  diarrhea.  Two  months  before  admis- 
sion to  the  hospital,  the  patient  noticed  a  slight  enlargement 
in  the  lower  abdomen,  which  has  rapidly  increased  in  size 
until  two  weeks  ago,  when  her  doctor  ad\ased  her  to  come 
to  the  hospital.    There  was  no  cough;  no  jaundice. 

Examination.  All  of  the  cardinal  signs  of  an  ovarian 
cyst  are  elicited,  both  by  bimanual  examination  and  exami- 
nation of  the  abdomen.  The  abdomen  is  distended  to  the 
size  of  a  full-term  pregnancy.  No  special  tenderness  over 
hypochondrium. 

Operation.  Cystectomy;  cholecystotomy.  An  incision 
was  made  below  the  umbilicus,  revealing  a  multilocular 
ovarian  cyst  which  was  removed  without  difficulty.  On 
account  of  the  history  of  epigastric  cohc,  which  antedated 
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the  first  appearance  of  the  cyst,  the  gall-bladder  was  ex- 
amined and  found  to  be  greatly  distended,  and  filled  with 
a  large  number  of  stones.  With  one  hand  in  the  abdomen 
the  gall-bladder  was  pushed  up  against  the  ventral  wall 
and  a  counter  incision  made  over  it.  Four  large  stones, 
a  centimeter  in  diameter  and  very  closely  resembUng  acorns, 
and  sixteen  smaller  ones,  were  removed.  The  gall-bladder 
was  closed  with  fine  silk  sutures  and  a  small  gauze  tampon 
packed  down  to  the  point  of  suture. 

Convalescence  uneventful. 

No.  2.  Tubo-ovarian  abscess;  adherent  vermiform  ap- 
pendix; cholelithiasis.     Gynec.  No.  898. 

In  this  case  the  history  reveals  clear-cut  symptoms  of 
gallstone  colic.  That  this  preceded  and  was  independent 
of  the  tubo-ovarian  abscess  there  can  be  no  question.  In 
such  a  case  the  greatest  care  should  be  observed  in  the 
examination  of  the  gall-bladder.  In  fact,  it  would  be  much 
better  to  examine  and,  if  necessary,  operate  first  upon  the 
gall-bladder,  than  to  let  this  follow  the  pehac  operation. 
When  the  course  pursued  in  this  case  is  followed,  the  pelvis 
should  be  filled  with  gauze,  and  a  fresh  pair  of  rubber 
gloves  used,  thus  guarding  against  the  distribution  of  possible 
infectious  matter  in  the  pehds.  In  vague  cases  it  would 
be  better  surgical  judgment  to  omit  the  cyclic  examination. 

jMarried  woman,  aged  thirty-six  years.  Has  borne  two 
children,  the  last  twelve  years  ago.  Labors  easy.  Patient 
first  menstruated  at  fourteen  years;  flow  has  always  been 
profuse;  excessively  painful  at  onset,  but  pain  gradually 
subsides  throughout  the  period;  duration  ten  days.  Con- 
siderable leucorrhea;  sleeps  poorly;  has  constant  backache; 
suffers  from  almost  constant  indigestion  and  obstinate 
constipation.  One  year  ago  last  February  noticed  a  small 
mass  about  the  size  of  a  hen's  egg  in  the  lower  abdomen, 
which  was  painful  to  the  touch.  This  mass  has  grown 
slowly,  and  has  become  more  painful;  since  it  has  been 
noticed  it  has  caused  no  increase  in  the  flow  at  periods, 
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although  her  menses  have  been  four  or  five  days  too  long 
for  several  years.  She  has  never  noticed  any  intermenstrual 
bleeding.  Has  more  or  less  dragging  pelvic  pain;  urination 
is  painful,  and  especially  noted  after  bladder  is  emptied. 
She  has  constant  headache,  is  becoming  very  ner\-ous,  and 
is  troubled  with  eructation  of  gas  and  pain  over  the  stomach. 
One  year  ago  last  February  the  patient  was  suddenly  seized 
with  sharp  pain  in  the  abdomen,  which  began  below  the 
thorax  on  the  right  side  and  extended  directly  through  the 
abdomen  to  the  back.  This  pain  was  associated  with 
nausea  and  vomiting  and  severe  constipation.  A  few  days 
later  she  became  jaundiced.  Since  the  first  seizure  the 
patient  has  had  similar  ones  every  two  weeks;  for  a  few 
days  after  each  attack  her  stools  are  of  a  bluish  color. 
While  jaundiced  the  patient  says  she  has  noted  that  her 
urine  is  very  dark  in  color. 

Examination  of  the  Urine.  Amber;  slightly  clouded; 
heavy,  white  flocculent  precipitate;  specific  gravity  1020; 
acid;  no  albumin;  no  sugar;  test  for  bile  negative;  indican 
present.  On  microscopic  examination  it  is  found  loaded 
with  leukocytes;  many  flat  and  spindle-shaped  epitheUal 
cells;  no  casts. 

Pelvic  Exatnination.  Pehac  floor  normal;  cervix  normal; 
in  the  right  pelvic  quadrant  a  fluctuant  mass,  excessively 
tender  to  the  touch,  was  felt.  Uterus  in  retroflexion,  adherent. 
Left  tube  and  ovary  apparently  normal.  Inspection  of 
abdomen  negative.  On  deep  palpation  she  complains  of 
considerable  tenderness  in  the  pelvis  over  both  ovarian 
regions,  but  especially  marked  on  the  right  side.  Likewise 
there  is  marked  tenderness  and  some  rigidity  over  the  right 
rectus  muscle  at  the  lower  border  of  the  thorax. 

Operation.  Left  salpingo-oophorectomy;  cholecystotomy 
(twelve  gallstones  removed).  A  central  abdominal  incision 
below  the  umbihcus  was  first  made,  revealing  the  uterus 
in  adherent  retroflexion.  On  the  right  side  a  tubo-ovarian 
abscess  about  the  size  of  a  small  orange  was  found;  the 
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left  tube  was  inflamed,  but  as  yet  there  was  no  occlusion. 
The  right  tube  and  ovary  were  cleanly  enucleated  with 
comparative  ease.  Although  the  left  tube  was  considerably 
inflamed,  it  was  thought  best  to  leave  it,  in  the  hope  that 
resolution  would  take  place.  At  the  completion  of  the  pelvic 
operation  the  appendix  was  examined  and  found  to  be 
slightly  adherent,  and  was  therefore  removed.  On  passing 
the  freshly  gloved  hand  up  to  the  gall-bladder  it  was  found 
to  be  adherent  and  enlarged  and  filled  with  several  gall- 
stones. A  counter  incision  was  made  over  the  gall-bladder, 
and  it  was  drawn  up  out  of  the  wound  and  -incised ;  twelve 
gallstones  were  removed.  As  the  mucous  membrane  appeared 
to  be  normal  the  gall-bladder  was  closed  with  fine  silk 
intestinal  sutures  and  dropped  back  into  the  abdomen 
without  drainage. 

With  the  exception  of  exaggerated  nausea  the  patient 
reacted  well,  but  complained  of  excessive  pain  in  the  region 
of  the  gall-bladder.  On  the  fourth  day  she  had  a  chill, 
with  a  sudden  rise  in  temperature  to  103.3°.  The  pain  about 
the  gall-bladder  was  severe,  and  there  was  considerable  ten- 
derness, with  marked  puflSness  about  the  incision.  Jaundice 
became  marked.  On  the  fifth  day  the  symptoms  were  much 
less  marked,  the  pain  and  tenderness  likewise  much  less 
severe.  On  the  seventh  day  the  temperature  reached  the 
normal;  all  of  the  symptoms  had  disappeared,  and  the 
jaundice  was  clearing  up.  On  the  tenth  day  the  patient 
felt  quite  well,  and  the  central  abdominal  wound  had  entirely 
healed.  There  was,  however,  over  the  gall-bladder  wound 
slight  suppuration.  The  stitches  were  removed  on  the 
tenth  day,  and  from  tliis  time  on  the  patient  had  a  normal 
convalescence,  and  was  discharged  on  the  twenty-third  day 
in  an  excellent  condition.  Both  wounds  had  healed  perfectly 
and  the  jaundice  had  completely  disappeared. 

Note.  In  the  postoperative  review  of  this  case,  although 
the  patient  ultimately  made  a  perfectly  satisfactory  recovery 
and  left  the  hospital  in  the  usual  time,  nevertheless  the 
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sudden  rise  of  temperature  on  the  fifth  day  would  seem  to 
indicate  that  there  was  a  damming  up  of  the  bile  in  the 
gall-bladder,  with  occlusion  of  the  common  duct,  for  in 
addition  to  the  tenderness  and  pain,  jaundice  became  a 
marked  symptom.  Had  this  persisted  the  gall-bladder 
incision  would  have  been  promptly  opened  and  the  gall- 
bladder drawn  up  into  the  incision  and  drained.  As  yet 
my  opinion  is  not  well  defined  as  to  the  best  course  to  pursue 
in  these  cases.  On  the  whole,  I  believe  one  would  less 
frequently  err  in  stitching  the  gall-bladder  to  the  abdominal 
incision  and  draining  it  than  in  closing  it  and  dropping  it 
back  without  draining;  for  in  those  cases  where  jaundice 
has  been  a  symptom  following  gallstone  attacks  there  is 
always  a  greater  possibility  of  slight  stricture  of  the  common 
or  cystic  duct,  and  therefore  the  dangers  of  the  rupture  of 
the  gall-bladder  if  not  drained  are  increased. 

No.  3.  Double  multilocular  ovarian  cysts;  cholelithiasis. 
Gynec.  No.  917. 

In  reviewing  this  case  the  details  of  the  history  previous 
to  the  patient's  acute  attack  are  not  sufficient  to  throw  any 
light  upon  whether  the  gall-bladder  had  played  any  significant 
part  in  her  ill-health.  Taldng  into  consideration  the  fact, 
however,  that  she  has  been  more  or  less  wretched  for  several 
months  previous  to  her  entrance  to  the  hospital,  and  that 
the  cysts  have  only  appeared  comparatively  recently,  it 
would  seem  possible  that  the  cholelithiasis  has  been  a 
factor  in  her  ill-health,  for  she  very  rapidly  improved  in 
her  general  condition  after  the  operation,  and  is  in  much 
better  health  than  she  has  been  for  several  years. 

Woman,  aged  sixty  years.  Married  thirty-three  years; 
no  children  and  no  miscarriage.  Menstruated  first  at 
thirteen  years;  the  flow  was  always  scant,  lasting  three 
days,  and  was  accompanied  by  considerable  pain.  Her 
menses  ceased  at  tliirty-two  years,  a  rather  unusually  early 
time  for  a  woman  who  has  always  had  good  health  in  her 
younger  days.     She  was  always  well  until  the  menopause. 
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but  since  then  has  never  felt  robust,  and  has  had  repeated 
attacks  of  weakness  and  run-down  feeling,  especially  for 
the  last  few  years.  Last  fall  she  ran  into  an  open  gate, 
striking  the  abdomen,  which  gave  her  great  pain  for  several 
months.  Three  weeks  ago  she  began  to  feel  drowsy  and 
dizzy,  had  no  appetite,  and  became  very  weak.  This  con- 
dition persisted  for  about  one  week,  when  on  rising  one 
morning  she  fell  to  the  floor,  became  temporarily  blind,  and 
was  so  dizzy  that  it  was  impossible  for  her  to  get  up.  Subse- 
quent to  this  first  attack  she  was  put  to  bed  and  had  daily 
attacks  in  which  she  had  what  she  described  as  "con^idsive 
pain."  She  had  great  difficulty  in  voiding  urine,  and  on 
admission  to  the  hospital  was  suffering  from  acute  retention. 
No  jaundice  was  present  at  this  time. 

Examination.  Uterus  small;  pushed  forward  by  a  large 
multilocular  cyst,  filling  Douglas'  cul-de-sac  and  extending 
upward  to  a  point  midway  between  the  symphysis  pubis 
and  the  umbilicus.  Above  this  point  the  abdominal  walls 
are  soft  and  relaxed,  but  very  thick.  Considerable  tender- 
ness over  the  right  hypochondrium. 

Operation.  Hysterosalpingo-oophorectomy  for  multilocu- 
lar papillomatous  cyst  of  right  side;  cholelithotomy.  The 
cyst  was  slightly  adherent,  but  was  not  twisted,  and  there 
was  no  e^'idence  of  acute  pathologic  lesions  to  account 
for  the  peculiar  symptoms  from  which  the  patient  suffered 
a  week  previous  to  her  admission  to  the  hospital.  The 
right  cyst  was  much  larger  than  the  left,  although  the  left 
had  begun  to  show  papillomatous  change.  The  hystero- 
salpingo-oophorectomy was  performed  in  the  usual  way  and 
without  special  comphcations.  As  the  patient  had  suffered 
considerably  from  pressure  over  the  right  hypochondrium 
the  gall-bladder  was  examined  and  found  greatly  distended, 
with  a  large  number  of  soft  gallstones.  A  counter  incision 
was  made  over  the  gall-bladder  and  this  organ  brought  up 
and  incised,  when  a  large  number  of  soft  stones  were  removed. 
On  account  of  the  peculiar  appearance  of  the  debris  and 
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the  congested  appearance  of  the  mucous  membrane  of  the 
gall-bladder,  it  was  deemed  wisest  to  drain  it.  Consequently 
a  small  gauze  pack  was  inserted  into  its  cavity.  The  time 
required  for  operating  was  one  hour  and  twenty  minutes. 
Subsequent  to  the  operation  nausea  and  vomiting  persisted 
for  several  days,  and  was  finally  controlled  by  giving  small 
doses  of  acetanilid.  The  abdomen  became  very  tjTnpanitic 
and  the  bowels  were  relieved  with  considerable  difficulty. 
On  the  fifth  day  the  gall-bladder  drain  was  removed,  followed 
by  a  flow  of  pure  bile.  From  this  time  on  the  patient  im- 
proved steadily.  There  was  no  pain  referable  to  the  pehns, 
but  at  times  the  patient  complained  of  pain  over  the  gall- 
bladder wound.  The  bihary  fistula  rapidly  contracted,  and 
at  the  time  of  her  discharge  from  the  hospital,  six  weeks 
after  operation,  would  barely  admit  a  very  fine  probe,  and 
was  no  longer  discharging  any  bile. 

The  patient's  general  condition  when  she  left  the  hospital 
was  excellent.  The  wounds  were  well  healed  and  strong, 
and  all  of  the  symptoms  from  which  she  was  suffering  when 
she  entered  the  hospital  were  relieved. 

No.  4.  Relaxation  of  pelvic  floor;  bilateral  laceration  of 
cervix;  erosion  of  cervix;  small  "parovarian  cyst;  cholelithiasis. 
Gynec.  No.  950. 

In  the  following  case  it  would,  perhaps,  be  better  to 
speak  of  the  pelvic  condition  as  being  coincident  with  the 
cholelithiasis,  for  it  will  be  seen  from  the  history  that  the 
symptoms  of  the  latter  were  much  more  pronounced,  and 
were,  therefore,  the  dominant  features  of  the  case.  Never- 
theless the  continued  ill-health  of  this  patient  dates  back 
to  the  birth  of  her  first  child,  showing  that  the  laceration 
of  the  cervix  and  relaxation  of  the  peUnc  floor  have  played 
a  very  definite  part  in  her  ill-health. 

Married  woman,  aged  twenty-eight  years;  five  children; 
one  miscarriage.  Labors  were  all  difficult;  instruments  were 
used  in  birth  of  second  child.  At  this  time  she  sustained 
a  considerable  laceration.     ^Menstrual  flow  first  appeared 
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at  fourteen  years  of  age;  it  has  always  been  profuse,  very 
painful,  and  irregular  in  character.  For  the  last  two  years 
she  has  had  profuse  leiicorrheal  discharge.  Until  her 
marriage,  twelve  years  ago,  she  was  very  robust.  Since 
the  birth  of  her  first  child  she  has  never  been  entirely  well, 
but  has  suffered  with  dragging  pains  in  the  lower  abdomen 
and  small  of  the  back,  with  attacks  of  severe  frontal  head- 
ache. Four  years  ago  she  was  suddenly  seized  wdth  a 
severe  colic,  centering  below  the  border  of  the  ribs  in  the 
right  midcla\'icular  area.  The  pain  was  transmitted  up  to 
the  right  shoulder,  where  it  stopped.  She  was  persistently 
nauseated,  and  vomiting  became  a  very  exaggerated  symptom. 
The  above  attack  lasted  for  twelve  hours;  it  was  not  followed 
by  jaundice,  nor  has  she  been  jaundiced  since  that  time. 
Tenderness  was  very  marked  below  the  right  costal  border. 
Since  this  time  the  patient  has  had  recurring  attacks  similar 
to  the  above  about  every  six  or  seven  weeks.  Each  attack 
is  longer  in  duration  and  more  severe  than  the  preceding  one. 

From  the  history  it  is  evident  that  two  sets  of  symptoms 
are  paramount:  First,  those  consisting  of  frequent  and 
burning  micturition,  severe  constipation,  and  constant 
dragging  pains  in  the  abdomen  and  small  of  the  back,  and 
more  or  less  nervousness  which  may  properly  be  attributed 
to  some  pelvic  ailment.  On  the  other  hand,  the  second  set 
of  symptoms  are  distinctly  referable  to  the  biliary  passages. 

Examination.  The  patient  is  of  slender  build ;  no  evidence 
of  jaundice,  except  perhaps  a  slight  sallowness  of  com- 
plexion, which,  however,  might  come  from  her  general 
debilitated  condition. 

Pelvic  Examination.  Marked  relaxation  of  the  pelvic 
floor,  due  to  old  lacerations  in  each  vaginal  sulcus.  Ex- 
tensive erosion  of  the  cervix  due  to  a  bilateral  laceration. 
Uterus  in  normal  anteflexion,  movable;  no  adhesions.  On 
the  right  side  there  is  a  small  cystic  mass  about  the  size  of 
an  orange.  On  inspection  of  the  abdomen  nothing  significant 
is  noted.     Notwithstanding  the  repeated  childbirths  coming 
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close  together,  the  tonicity  of  the  abdominal  muscles  is 
good,  and  there  is  no  tendency  to  a  diastasis  of  the  recti 
muscles.  On  deep  palpation  over  the  abdomen  there  are 
no  areas  of  tenderness  in  the  lower  part,  but  from  the  xiphoid 
cartilage  across  the  lower  border  of  the  last  fLxed  rib  there 
is  marked  tenderness  and  rigidity  of  the  rectus  muscle. 
Not  only  is  there  rigidity,  but  there  is  some  tendency  to 
nausea  upon  deep  pressure.  On  account  of  the  muscular 
resistance  nothing  can  be  definitely  palpated.  The  liver 
dulness,  however,  on  percussion  is  normal. 

Operation.  Dilatation  and  curettage;  trachelorrhaphy; 
resection  of  relaxed  vaginal  outlet.  At  the  completion  of 
the  plastic  operation  a  longitudinal  incision  was  made  in 
the  outer  border  of  the  right  rectus  muscle.  Adhesions 
were  at  once  encountered  below  the  border  of  the  liver  and 
the  transverse  colon,  which,  however,  were  separated  without 
difficulty,  exposing  the  gall-bladder,  which  was  small, 
atrophied,  and  situated  deep  under  the  liver.  One  stone 
was  found  at  the  junction  of  the  cystic  and  common  ducts, 
partially  projecting  from  the  former  into  the  latter.  On 
account  of  the  difficulty  of  reaching  the  stone  the  gall- 
bladder was  bisected  down  to  the  stricture,  which  grasped 
the  stone;  this  was  excised,  permitting  its  removal.  The 
gall-bladder  was  then  amputated  at  this  point  and  the 
stump  stitched  over.  Before  closing  the  wound  the  hand 
was  passed  down  into  the  pehic  region,  at  which  point  a 
parovarian  cyst  about  the  size  of  an  orange  was  felt.  Fortu- 
nately it  had  a  long  pedicle,  permitting  it  to  be  drawn  up 
into  the  gall-bladder  incision,  at  which  point  it  was  ligated 
and  excised.  This  part  of  the  operation  was  very  simple 
and  required  but  a  few  minutes.  At  its  completion  a  gauze 
tampon  was  packed  down  upon  the  stump  of  the  gall- 
bladder. 

The  patient  made  a  satisfactory  convalescence,  her  highest 
temperature  being  101.2°  on  the  third  day  and  pulse  110. 
The  first  five  days  of  her  convalescence  were  marked  by 
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undue  nausea  and  vomiting,  but  this  gradually  subsided. 
Beyond  a  slight  superficial  suppuration  of  the  abdominal 
incision  at  the  point  where  the  gauze  was  withdrawn,  the 
healing  of  the  wound  was  satisfactory.  The  patient  was 
discharged,  in  a  very  good  condition,  on  the  twenty-first  day 
after  the  operation. 

No.  5.  Retroflexio  uteri;  cJironic  suppurative  appendicitis; 
parovarian  cyst;  cholelithiasis.     Gynec.  No.  1055. 

This  case  is  an  extremely  interesting  one  from  two  stand- 
points. First,  the  patient  had  well-defined  symptoms  point- 
ing to  all  of  these  conditions,  but  had  drifted  from  one 
physician  to  another,  all  of  whom  had  assumed  that  she 
was  a  purely  neurotic  indi%'idual.  The  case  justifies  the 
position  that  when  a  patient  complains  persistently  of  pain 
in  a  well-defined  area  it  is  always  hazardous  to  ascribe  it 
to  hysteria  or  a  neurotic  condition.  Second,  the  value  of  a 
complete  exploration  of  the  abdomen  is  hkewise  demon- 
strated, for  here  the  major  symptoms  point  to  the  pelvic 
organs,  and  had  we  been  content  to  stop  with  the  removal 
of  the  tumor  without  further  inspection,  two  serious  con- 
ditions, either  one  of  which  was  much  more  grave  than  the 
pelvic  condition,  would  have  been  overlooked,  and  sooner 
or  later  either  one  or  both  of  them  would  have  necessitated 
a  second  operation. 

Single  woman,  aged  thirty-five  years.  Menstrual  flow 
appeared  first  at  fourteen  years  of  age;  has  always  been 
irregular,  usually  under  twenty-four  days;  sometimes  occur- 
ring as  often  as  every  two  weeks.  Periods  last  three  or  four 
days  as  a  rule,  but  of  late  the  flow  has  at  times  been  pro- 
longed for  four  weeks.  Family  history  negative.  Usual 
diseases  of  childhood;  considerable  intestinal  dyspepsia  seven 
years  ago;  throughout  the  summer  of  1902  she  had  con- 
tinuous fever  and  chills,  which  were  said  to  be  due  to 
malaria,  but  during  this  time  she  was  almost  continuously 
jaundiced.  Last  winter  she  had  a  %aolent  fall,  and  since 
then  has  had  more  or  less  constant  pain  in  the  left  ovarian 
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region,  with  backache  and  headache.  These  sjinptoms 
were  present  before  the  accident,  but  have  been  very  greatly 
increased  since  then.  The  bowels  are  constipated,  and 
evacuation  is  always  attended  with  pain.  Considerable 
irritabihty  of  the  bladder.  Appetite  fair.  Urine:  very 
yellow;  cloudy;  white  precipitate;  no  albumin;  no  sugar. 
The  patient's  symptoms  in  the  past  have  been  largely 
ascribed  to  nervousness.  Upon  close  questioning,  however, 
it  is  found  that  at  present  she  complains  of  constant  pain 
in  the  right  side,  which  has  been  attributed  by  her  phy- 
sician to  the  vermiform  appendix.  Upon  inspection  of  the 
abdomen  marked  pigmentation,  due  to  repeated  counter- 
irritation  over  the  gall-bladder,  is  found.  As  the  patient 
has  applied  these  mustard  draughts  herself,  it  would  seem 
that  the  supposition  that  the  pain  had  come  from  the  ap- 
pendix is  unfounded. 

The  uterus  is  found  to  be  somewhat  enlarged,  markedly 
retroflexed,  and  anterior  to  it  there  is  a  small  cystic  tumor 
springing  from  the  ovary.  On  deep  pressure  over  the 
vermiform  appendix  the  patient  complains  of  pain,  not, 
however,  as  much  as  is  usual  in  acute  or  even  chronic 
cases  of  appendicitis.  The  gall-bladder  is  enlarged,  pro- 
jecting three  fingers'  breadth  below  the  rib,  and  is  tender  to 
pressure. 

Operation.  Cystectomy  for  parovarian  cyst;  appendi- 
cectomy;  cholelithotomy;  removal  of  a  gallstone  about  the 
size  of  a  small  olive;  suspensio  uteri. 

Upon  making  a  central  incision  below  the  umbilicus  the 
cystic  tumor  which  had  been  diagnosed  was  found  to  be  of 
parovarian  origin  and  was  about  the  size  of  a  large  lemon. 
The  cyst  was  easily  enucleated  without  interfering  in  any 
way  with  the  ovary  or  tube.  The  vermiform  appendix  was 
found  Ij'ing  posterior  to  the  cecum  and  adherent.  Upon 
removal  it  was  found  to  be  chronically  inflamed  and  con- 
tained about  one-half  drachm  of  pus.  In  order  to  explore 
the  hepatic  region  the  incision  was  sufficiently  enlarged  to 
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admit  the  hand.  The  gall-bladder  was  found  distended  but 
not  adherent.  It  contained  a  gallstone  about  the  size  of  a 
small  ohve,  which  was  situated  at  the  opening  of  the  cystic 
duct,  but  could  be  pressed  back  into  the  gall-bladder.  A 
very  small  counter  incision  was  made  over  the  gall-bladder. 
With  the  abdominal  hand  the  gall-bladder  was  pushed  up 
into  the  incision,  where  it  was  incised  and  the  stone  removed. 
As  the  mucous  membrane  appeared  to  be  healthy  the  gall- 
bladder was  closed  with  fine  silk  sutures  and  dropped  back 
into  the  abdominal  cavity.  A  small  gauze  tampon  was  intro- 
duced down  to  the  site  of  the  suture.  Subsequent  to  the 
operation,  the  patient  made  a  satisfactory  recovery. 

No.  6.     Myoma  uteri;  cholelithiasis.     Gynec.   No.   1061. 

In  the  following  history  a  gallstone  was  found  coincident 
with  a  myoma  of  the  uterus;  the  latter  condition,  however, 
was  the  only  one  giving  rise  to  any  symptoms.  Nothing 
in  the  history  of  the  patient's  condition  pointed  to  the 
presence  of  the  gallstone  before  operation. 

jSIarried  woman,  aged  forty-three  years.  Has  two  children, 
last  born  nine  years  ago.  Labors  normal.  .  Previous  to 
seven  years  ago  the  patient's  menstrual  flow  was  regular; 
since  then  it  has  been  irregular  and  profuse,  lasting  eight 
days.  Not  painful.  About  three  years  ago  the  patient 
noticed  an  enlargement  of  the  abdomen,  which,  however, 
at  first  gave  her  no  uneasiness.  For  a  time  the  tumor  did 
not  perceptibly  increase  in  size,  but  of  late  it  has  taken  on 
active  growth.  At  present  she  has  no  sjTnptoms  further 
than  hea\'iness  in  the  lower  abdomen.  ^Menstruation  has 
been  as  noted  above,  except  for  a  period  of  three  months, 
when  the  flow  did  not  appear.  Bowels  constipated.  No 
special  irritation  of  the  bladder.  She  has  occasional,  but 
not  severe,  headaches. 

Examination.  Pehic  floor  normal;  slight  laceration  of 
the  cer\nx.  The  fundus  uteri  hes  anterior  to  but  is  directly 
connected  with  a  large  globular  solid  tumor  springing  from 
its  posterior  wall,  and  markedly  distending  the  abdomen 
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up  to  the  umbilicus.  The  tumor  is  sjTnmetric  and  is  of 
about  the  size  of  a  five  months'  pregnant  uterus.  In  this 
case  the  indications  for  operation  are  the  rapid  growth  of 
the  tumor  and  the  prolonged  menstrual  flow.  On  general 
palpation  of  the  abdomen  there  is  some  muscular  resistance 
and  slight  pain  over  the  gall-bladder  area. 

Operation.  Hysteromyomectomy ;  both  ovaries  left  in 
situ.  Cholecystotomy;  a  large  stone  about  the  size  of  an 
olive  removed.  A  central  incision  of  sufficient  length  to 
permit  the  delivery  of  the  uterus  upon  the  abdomen  was 
made.  There  was  an  extraordinary  similarity  in  .the  size 
and  consistence  of  the  uterus  to  a  normal  pregnancy,  and 
had  not  the  age  and  history  of  the  case  been  entirely  opposed 
to  this  diagnosis  it  would  have  made  the  differential  diag- 
nosis rather  difficult.  After  the  completion  of  the  hystero- 
myomectomy the  vermiform  appendix  was  examined  and 
found  to  be  somewhat  large,  but  not  the  seat  of  an  acute 
inflammation.  On  further  palpation  of  the  abdominal 
organs  a  gallstone  the  size  of  an  olive  was  felt  in  the  gall- 
bladder. With  one  hand  in  the  abdomen  the  gall-bladder 
was  pushed  up  against  the  anterior  abdominal  wall,  a  small 
incision  was  made  just  below  the  rib,  and  the  stone  removed. 
The  gall-bladder  was  then  closed  with  fine  silk  sutures  and 
dropped  back  into  the  abdominal  cavity  without  drainage. 
On  account  of  the  extra  time  consumed  in  this  operation 
the  appendix  was  not  removed,  as  it  appeared  to  be  normal. 
Convalescence  was  uncomplicated  until  the  tenth  day,  when 
she  began  to  have  irregular  temperature,  followed  a  few 
days  later  by  a  discharge  of  pus  from  the  cer\-ical  stump. 
Subsequent  to  this  she  made  a  satisfactory  recovery. 

Note.  In  this  case  there  is  no  history  of  indisposition 
pointing  to  the  gall-bladder.  In  other  words,  this  would 
appear  to  be  a  case  of  cholelithiasis  unaccompanied  by  any 
symptoms,  and  as  it  was  a  single  large  stone  subsequent 
complications  from  its  presence  would  not  likely  have 
occurred. 
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No.  7.  Refroflexio  uteri;  relaxation  of  ■pelvic  floor;  chole- 
lithiasis.    Gynec.  No.  1069. 

In  this  case,  notwithstanding  the  fact  that  the  patient  is 
very  neurotic,  two  sets  of  symptoms  are  prominent:  first, 
those  referable  to  the  epigastric  area  and  suggestiv.e  of  gall- 
stones, although  the  usual  clinical  symptoms  are  absent; 
second,  those  attributable  to  the  retroflexion  of  the  uterus. 

Married  woman,  aged  thirty-eight  years.  She  has  borne 
nine  full-term  children;  first  four  labors  easy;  last  five  very 
painful  and  difficult.  None  of  them  were  instrumental 
deliveries.  Family  history  negative.  Her  present  trouble 
began  while  carrying  her  seventh  child,  during  which  time 
she  had  irregular  uterine  hemorrhages,  which  at  times 
became  very  free.  This  continued  until  the  sixth  month, 
when  a  miscarriage  occurred.  In  her  two  succeeding  preg- 
nancies there  was  the  same  irregular  flow,  but  the  children 
were  born  at  full  term.  Her  miscarriage  occurred  nine 
years  ago,  and  her  last  full-term  child  was  born  two  years 
ago.  At  present  her  chief  complaints  are  severe  pain  in  the 
epigastric  region,  especially  marked  over  the  lower  region 
of  the  liver  and  gall-bladder;  a  second  point  at  which  she 
complains  of  pain  is  directly  over  the  symphysis  pubis. 
Her  appetite  is  variable,  and  she  has  steadily  been  losing 
weight.  Her  menstrual  periods  are  regular  but  profuse; 
not  especially  painful.  Patient  suffers  considerable  with 
frontal  headache;  bowels  are  markedly  constipated,  but 
there  are  no  symptoms  referable  to  the  bladder. 

The  patient  is  very  thin  and  emaciated.  While  she  is  of 
the  neurotic  type,  complaining  of  a  great  many  ills,  her 
chief  symptoms  are  unquestionably  referable  to  the  epigastric 
and  suprapubic  areas. 

Pelvic  Examinatio7i.  Uterus  enlarged;  acutely  retroflexed 
but  not  adherent.  The  external  os  uteri  is  patulous,  due 
to  a  slight  laceration  of  the  cervix.  On  palpation  of  the 
abdomen  there  is  no  complaint  of  pain  until  the  epigastrium 
is  reached,  wiiere  there  is  considerable  tenderness,  especially 
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over  the  gall-bladder.  At  this  point  there  is  a  considerable 
mass  which  it  is  difficult  to  differentiate  from  a  movable 
kidney.  Here  the  skin  is  pigmented,  from  repeated  appU- 
cations  of  counterirritants  made  by  the  patient  herself. 

Operatio7i.  Intraperitoneal  shortening  of  round  ligaments; 
cholecystectomy.  After  the  patient  was  anesthetized  the 
palpable  mass  in  the  right  hypochondrium  could  be  differ- 
entiated from  the  kidney,  thus  establishing  the  diagnosis  of 
dilated  gall-bladder,  probably  due  to  obstruction  from  gall- 
stones. There  was  considerable  diastasis  of  the  recti  muscles, 
arising  from  repeated  and  rapid  childbearing. 

An  incision  was  made  in  the  central  line  of  sufficient  size 
to  permit  the  introduction  of  the  hand.  The  diagnosis  of 
the  pelvic  condition  was  verified.  The  vermiform  appendix 
was  found  to  be  pulled  backward  underneath  the  cecum, 
and  slightly  kinked,  but  not  acutely  diseased.  The  gall- 
bladder was  greatly  distended,  and  at  its  junction  with  the 
common  duct  a  stone  of  about  the  size  of  the  tip  of  the 
little  finger  was  felt.  A  counter  incision  was  made  over 
the  gall-bladder  and  it  was  drawn  up  into  the  incision  and 
opened.  Eight  ounces  of  clear  mucoid  fluid  escaped,  but 
there  was  no  trace  of  bile,  showing  that  the  gall-bladder 
had  been  occluded  for  a  considerable  time.  After  evacuation 
of  the  mucus  a  mulberry  stone  about  the  size  of  the  tip  of 
the  inde.x  finger  was  removed.  Upon  deeper  palpation  of 
the  cystic  duct  underneath  the  liver  another  stone  was  felt 
blocking  the  exit  of  the  cystic  duct.  This  stone  was  incar- 
cerated by  an  hour-glass  constriction,  and  could  not  be 
pushed  back  into  the  larger  part  of  the  gall-bladder.  An 
attempt  was  made  to  dilate  the  stricture,  but  this  likewise 
failed.  The  gall-bladder  was  then  bisected  down  to  the 
point  of  stricture,  permitting  the  easy  delivery  of  the  stone. 
The  hning  membrane  of  the  gall-bladder  was  atrophied, 
and  the  gall-bladder  was  therefore  amputated  at  the  point 
of  the  stricture.  The  stump  was  securely  closed  with  cat- 
gut sutures  and  dropped  back  without  drainage.     At  the 
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completion  of  this  operation  the  uterus  was  brought  up  and 
suspended  by  shortening  the  round  hgaments  and  stitching 
them  to  the  fundus  uteri.  No  attempt  was  made  to  remove 
the  vermiform  appendix,  for  it  was  considered  wiser  not  to 
prolong  the  operation  in  this  way  on  account  of  the  necessity 
for  the  repair  of  the  pelvic  floor.  After  the  closure  of  the  ab- 
domen an  Emmet  operation  was  performed.  Notwithstand- 
ing the  diastasis  of  the  recti  muscles,  the  stomach,  transverse 
colon,  and  sigmoid  flexure  were  in  normal  position. 

Note.  In  this  case  the  interesting  questions  are:  How 
much  the  distended  gall-bladder  and  encysted  stones  and 
how  much  the  retroversion  of  the  uterus  contributed  toward 
the  patient's  ill-health?  In  view  of  the  fact  that  there  were 
two  well-defined  sets  of  symptoms,  one  pointing  to  the 
epigastric  area  and  the  other  to  the  pelvis,  it  would  seem 
that  each  was  a  separate  and  contributing  factor. 

No.  8.  Muhilocidar  ovarian  cyst;  ascites;  cholelithiasis. 
Gynec.  No.  1071. 

In  this  case  there  was  no  symptom,  even  of  a  vague 
character,  attributable  to  the  gallstone,  and  had  it  not  been 
necessary  to  make  the  counter  incision  below  the  ensiform 
cartilage  to  control  the  oozing  in  the  anterior  abdominal 
wall,  the  gallstone,  had  it  been  discovered,  would  probably 
not  have  been  removed.  In  view,  however,  of  the  fact 
that  she  was  in  excellent  condition  and  the  removal  of  the 
stone  did  not  require  more  than  five  minutes,  I  felt  that 
this  procedure  was  entirely  justifiable. 

Married  woman,  aged  forty-five  years.  Has  had  one 
full-term  child  and  three  miscarriages.  The  miscarriages 
occurred  before  her  full-term  child  was  born.  The  labors 
were  not  difficult,  and  in  none  were  instruments  required. 
The  patient  began  to  menstruate  at  thirteen  years  of  age; 
the  flow  was  regular  up  to  the  time  of  the  menopause,  which 
occurred  five  yea^s  ago.  Family  history  negative.  Excluding 
the  present  condition,  the  patient  always  had  good  health 
from  childhood.     The  menopause  occurred  in  her  fortieth 
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year.  She  was  well  until  three  years  ago,  when  she  began 
to  have  rather  free  leucorrhea,  which  at  times  became  blood- 
tinged;  she,  however,  suffered  from  no  discomforts  whatever. 
About  this  time  the  abdomen  began  to  enlarge,  and  she 
consulted  a  physician,  who  thought  she  was  again  pregnant. 
She  consulted  another  one,  who  gave  local  treatment,  but 
without  any  benefit.  A  third  doctor  was  consulted,  and 
by  this  time  the  abdomen  had  reached  a  considerable  size. 
She  then  noted  that  the  abdomen  decreased  in  size,  but 
within  six  months  was  again  rapidly  enlarging.  For  the 
last  two  years  she  has  been  repeatedly  tapped,  and  has  at 
last  become  so  ill  and  emaciated  that  she  is  unable  to  walk 
about.  At  each  tapping  from  one  to  three  bucketfuls  of 
fluid  were  removed.  During  this  time  the  several  physicians 
who  had  seen  her  thought  she  had  ascites.  The  fourth 
physician,  however,  suspected  that  she  had  an  ovarian  cyst, 
and  insisted  upon  her  going  to  the  hospital. 

E.taminafion  upon  Admission  to  Hospital,  ^'aginal  outlet 
normal;  cervix  normal;  uterus  small,  pushed  backward  into 
Douglas'  cul-de-sac  by  a  lobulated  cystic  tumor  which 
extends  upward  into  the  abdomen  as  high  as  the  ensiform 
cartilage.  The  abdomen  is  greatly  distended,  although  she 
has  been  recently  tapped,  being  about  the  size  of  a  full- 
term  pregnancy.  The  superficial  veins  of  the  abdomen  are 
enlarged  and  prominent,  and  at  several  places  in  the  lower 
abdomen  there  are  scars  representing  previous  tappings  of 
the  cystic  tumor.  In  addition  to  the  ordinary  physical  signs 
of  a  multilocular  ovarian  tumor  there  are  also  characteristic 
signs  of  ascites  in  each  loin. 

Operation.  Cystectomy;  cholelithotomy.  An  incision  in 
the  lower  abdomen  revealed  a  large  multilocular  ovarian 
cyst  which  was  adherent  to  the  transverse  colon  and  to  the 
abdominal  wall  at  various  parts  where  the  tumor  had  been 
tapped.  The  adhesions  were  especially  dense  just  below 
the  ensiform  cartilage,  and  rather  free  oozing  occurred  after 
the  release  of  the  cyst.     As  the  result  of  pressure  upon  the 
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right  side  the  ureter  was  considerably  distended,  but,  as 
soon  as  the  cyst  was  removed,  tended  to  evacuate  itself 
naturally.  Upon  examination  of  the  gall-bladder  a  stone 
of  considerable  size  was  discovered.  A  counter  incision  was 
made  below  the  ensiform  cartilage  in  order  to  reach  the 
oozing  points,  which  were  ligated.  A  very  small  incision 
was  made  into  the  gall-bladder  and  a  stone  about  the  size 
of  an  olive  removed. 

Subsequent  to  the  operation  the  patient  suffered  con- 
siderably from  bronchitis,  which  caused  distress  on  account 
of  coughing,  but  this  subsided,  and  otherwise  her  con- 
valescence was  entirely  satisfactory.  On  the  fifth  day  after 
the  operation  she  suffered  with  retention  of  the  urine,  with 
overflow.  This  required  irrigation  of  the  bladder  for  several 
days  subsequent  to  the  operation,  but  the  urine  cleared  up, 
and  at  the  time  of  her  discharge  from  the  hospital,  twenty- 
five  days  after  the  operation,  she  had  no  further  vesical 
disturbances.     Both  wounds  healed  per  priviam. 

No.  9.  Empyema  of  the  gall-bladder;  cholelithiasis; 
myoma  uteri.     Gynec.  No.  1074. 

This  case  is  particularly  interesting  for  there  is  an  asso- 
ciated relationship  between  the  menstrual  symptoms,  which 
for  the  last  four  or  five  years  have  been  prominent,  and  the 
gastric  attacks  which  have  occurred  especially  within  the 
last  two  years.  As  will  be  noted  in  the  history,  the  patient 
complained  of  her  digestive  disturbances  more  especially 
just  before  and  after  the  menstrual  periods.  Notwith- 
standing the  empyema  of  the  gall-bladder,  her  temperature 
and  pulse  were  normal  at  the  time  she  entered  the  hospital. 
In  this  case,  outside  of  the  menstrual  disturbances,  her 
pains  very  closely  simulated  those  coming  from  simple 
digestive  disturbances,  excepting  the  last  severe  attack, 
which  occurred  ir'  Canada  and  confined  her  to  the  hospital 
for  a  month. 

In  this  case,  the  history  combined  vsdth  the  examination 
rendered  the  diagnosis  of  cholelithiasis  and  myoma  uteri 
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positive.     The  history  pointed  to  the  gall-bladder  area  as 
being  the  seat  of  the  more  serious  lesion. 

Single  woman,  aged  forty-three  years.  Patient  men- 
struated first  at  fifteen  years  of  age;  character  of  flow, 
especially  in  recent  years,  has  been  very  profuse,  but  has 
been  regular,  lasting  five  or  six  days.  Six  months  ago  she 
was  examined  under  anesthesia  by  her  home  physician  and 
a  fibroid  tumor  the  size  of  a  grape-fruit  discovered.  On 
account  of  the  excessive  menstrual  flow  a  curettage  was 
performed;  the  endometrium,  however,  was  not  excessive 
or  redundant  in  character.  Subsequent  to  this-  operation 
the  menstrual  flow  was  much  less  free.  She  never  suffered 
with  leucorrhea.  For  the  past  two  or  three  years  she  has 
had  almost  constant  pain  in  the  right  hypochondrium,  which 
has  lately  become  more  constant  and  severe,  though  un- 
attended by  any  other  symptoms.  There  was  never  any 
jaundice.  The  pain  in  the  hypochondrium  and  over  the 
pit  of  the  stomach  was  usually  noted  after  eating  and  just 
before  and  after  her  menstrual  periods.  While  away  during 
the  summer  months  in  Canada  she  had  a  severe  attack 
marked  by  excessive  constipation  and  tj-mpanites.  It  was 
so  severe  that  she  was  compelled  to  go  to  a  local  hospital, 
where  she  was  confined  to  bed  for  four  weeks.  This  attack, 
followed  immediately  after  a  menstrual  period,  but  there 
was  not  the  slightest  trace  of  accompanjing  jaundice.  At 
the  end  of  four  weeks  she  returned  home,  but  has  had  almost 
continuous  pain  in  the  hepatic  region,  which  has  been  more 
or  less  of  a  constant  sickening,  aching  character.  In  the 
mean  time  she  has  suffered  to  a  more  or  less  extent  from 
pressure  symptoms  from  the  pelvic  tumor.  She  has  always 
had  severe  pain  just  before  and  for  the  first  two  days  of 
the  menstrual  periods,  but  has  looked  upon  this  as  the  usual 
menstrual  cramp.  For  the  last  few  years  this  has  been 
much  more  severe,  and  for  some  time  she  has  been  com- 
pelled to  go  to  bed  at  each  period  and  remain  for  perhaps 
a  week. 
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Examination.  Vaginal  outlet  normal;  cervix  normal; 
uterus  in  anteposition,  enlarged  to  the  size  of  a  grape-fruit, 
and  pushed  over  to  the  left.  The  patient  has  rather  thick 
abdominal  walls,  making  an  accurate  examination  of  the 
ovaries  and  tubes  impossible.  Upon  inspection  of  the 
abdomen  notliing  abnormal  was  noted.  Upon  palpation, 
however,  a  considerable  mass  was  felt  in  the  right  side 
just  below  the  last  permanent  rib. 

Operation.  Cholecystectomy;  appendicectomy;  hystero- 
myomectomy.  From  the  history  of  the  case  it  was  evident 
that  the  patient  was  suffering  from  two  distinct  sets  of 
symptoms:  first,  those  incident  to  the  fibroid  tumor,  and, 
second,  the  group  of  symptoms  focusing  about  the  gall- 
bladder. Notwdthstanding  the  extensive  empyema  of  the 
gall-bladder,  jaundice  had  persistently  been  absent.  An 
incision  was  made  in  the  median  line,  below  the  umbilicus, 
reveahng  a  fibroid  tumor  about  the  size  of  a  grape-fruit. 
It  was  quite  movable  and  not  adherent.  Before  considering 
any  operative  treatment  of  the  fibroid  a  cyclic  examination 
of  the  abdomen  was  made.  The  vermiform  appendix  was 
found  lying  underneath  the  cecum  and  pointing  backward 
toward  the  kidney.  It  was  partially  enveloped  by  its  mesen- 
tery and  was  retroperitoneal  in  its  location.  The  gall- 
bladder was  next  palpated  and  found  to  be  the  size  of  a 
large  pear,  of  very  boggy  consistence,  but  no  gallstones 
could  be  felt.  Light  adhesions  between  the  gall-bladder  and 
the  colon  were  discovered,  but  were  easily  broken  up  by  the 
examining  hand.  The  gall-bladder  was  quite  large,  dropping 
down  to  a  point  within  two  inches  above  and  to  the  right  of 
the  umbilicus.  With  the  two  operative  conditions  before  us 
the  disease  of  the  gall-bladder  was  considered  the  major  one, 
and,  therefore,  was  operated  upon  first.  The  right  hand 
was  introduced  into  the  abdomen  through  the  central 
incision,  the  adhesions  around  the  gall-bladder  were  broken 
up,  and  it  was  pushed  up  against  the  anterior  abdominal 
wall,  and  a  short  incision  following  the  border  of  the  lowest 
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fixed  rib  was  made.  Gauze  packing  was  then  placed  securely 
around  the  gall-bladder,  through  the  upper  incision,  com- 
pletely walling  it  off  from  the  general  peritoneal  cavity. 
The  central  incision  was  covered  over  with  gauze,  and  thus 
temporarily  sealed  until  the  completion  of  the  cholecys- 
tectomy. The  gall-bladder  was  pulled  well  up  and  out  of 
the  incision  and  incised  at  the  apex,  evacuating  about  one 
pint  of  malodorous  pus.  The  mucous  membrane  of  the 
gall-bladder  was  entirely  destroyed,  leaving  the  muscular 
layer  exposed  as  a  dull-red  surface.  After  evacuating  the 
pus  the  gall-bladder  was  thoroughly  flushed  out  with  normal 
salt  solution,  the  index  finger  was  introduced,  and  a  large 
faceted  gallstone  about  the  size  of  a  small  olive  removed. 
This  was  grasped  in  an  hour-glass  sacculation.  By  further 
search  another  stone  of  smaller  size  was  found  and  removed. 
After  this,  careful  palpation  both  inside  and  outside  of  the 
gall-bladder  revealed  no  more  stones.  On  account  of  the 
extensive  empyema  of  the  gall-bladder  its  extirpation  was 
considered  adnsable.  It  was  bisected  down  to  the  point 
of  the  hour-glass  sacculation,  where  it  was  amputated. 
The  stump  was  closed  by  interrupted  catgut  sutures. 
That  portion  of  the  gall-bladder  which  was  adherent  to  the 
liver  was  peeled  off,  leaving  a  slightly  raw,  oozing  surface, 
which,  however,  was  easily  controlled  by  fine  catgut  sutures. 
A  gauze  tampon  was  packed  down  upon  the  stump  and  the 
incision  was  closed  snugly  around  the  gauze.  At  the  comple- 
tion of  this  operation  the  patient  was  in  excellent  condition 
and  the  hysteromyomectomy  was  next  performed  in  the  usual 
way.  Both  ovaries  and  tubes  were  dissected  off  from  the 
tumor,  lea\'ing  them  intact.  At  the  completion  of  the 
hysteromyomectomy  the  ovaries  were  sutured  to  the  stump 
and  the  latter  was  drawn  up  into  a  snug  position  in  the 
pelvis  by  its  attachment  to  the  round  ligaments.  This  opera- 
tion did  not  require  an  excessive  length  of  time,  and  as  the 
appendix,  although  not  actually  inflamed,  was  suspected  by 
her  physician  of  having  given  trouble,  it  was  removed.    The 
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combined  operations  required  two  hours  for  their  comple- 
tion. 

The  patient  suffered  from  almost  no  shock,  her  pulse  at 
the  completion  of  the  operation  being  120.  Her  reaction 
was  prompt,  although  she  suffered  excessively  with  nausea 
and  vomiting.  At  the  end  of  five  days  the  gauze  drain  was 
removed;  and  at  the  end  of  ten  the  sutures  were  removed 
and  primary  union  was  found  in  both  wounds.  The  patient 
at  this  time  was  very  comfortable,  her  nervousness,  which 
had  been  a  prominent  s\Tiiptom  during  her  convalescence, 
ha\'ing  largely  disappeared.  She  was  discharged  from  the 
hospital  one  month  from  the  time  of  her  operation.  Her 
highest  temperature  and  pulse  after  the  operation  were 
respectively  100°  and  114. 

No.  10.  Chronic  recurrent  suppurative  appendicitis; 
cholelithiasis.     Gynec.  No.  1105. 

In  this  case  there  can  be  little  doubt  that  the  early  sjTnp- 
toms  from  which  this  patient  complained  were  due  to  acute 
gallstone  colic.  Later  the  appendicitis  occurred,  and  at  the 
time  of  the  operation,  on  account  of  the  acute  tenderness 
and  muscle  spasm  over  the  appendix,  the  history  of  gall- 
stones was  temporarily  obscured. 

■Married  woman,  aged  thirty  years.  Has  borne  one  child; 
no  miscarriage.  Nothing  significant  in  the  puerperal  history. 
Menstrual  flow  normal,  lasting  from  four  to  seven  days; 
not  as  a  rule  accompanied  by  pain.  For  the  last  five  years 
the  patient  has  had  severe  attacks  of  pain  in  the  epigastrium, 
accompanied  by  intense  vomiting,  which  has  confined  her  to 
bed  for  two  days.  These  attacks  only  came  on  when  the 
patient  ate  some  indigestible  article  of  food.  Recently  it 
has  been  especially  severe  over  ]McBurney's  point.  Four 
months  previous  to  operation  she  had  her  first  attack  of 
general  abdominal  pain,  which  in  a  day  or  two  focused  in 
the  right  iUac  region.  At  the  beginning  of  this  attack  she 
was  nauseated  and  vomited.  She  was  in  bed  four  days. 
The  next  attack  was  about  eight  weeks  ago  and  was  much 
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worse  than  the  pre^'ious  one.  At  this  time  she  complained 
of  severe  pain  in  the  ri<Tht  iliac  fossa  and  across  the  lower 
part  of  the  abdomen.  She  was  confined  to  bed  for  a  week. 
For  the  last  few  months  she  has  been  much  more  constipated 
than  usual,  although  this  has  always  been  her  habit.  The 
last  attack  occurred  five  days  before  her  entrance  to  the 
hospital,  but  was  not  so  severe  as  the  first  two.  She  has  been 
losing  weight,  is  subject  to  palpitation  of  the  heart,  and  has 
had  constant  indigestion.  At  no  time  has  there  been  any 
history  of  jaundice. 

Upon  examination  without  anesthesia  a  definite  enlarge- 
ment could  be  made  out  in  the  region  of  the  gall-bladder. 
There  was  likewise  considerable  pain  and  muscle  spasm 
over  the  gall-bladder,  which  led  to  the  conclusion  that  in 
addition  to  the  pain  which  had  arisen  from  the  appendix 
or  tube,  the  gall-bladder  was  also  the  seat  of  gallstones. 
In  view  of  the  fact  that  the  patient  had  at  no  time  been 
jaundiced,  her  physician  looked  with  some  skepticism  upon 
the  second  diagnosis. 

On  examination  under  anesthesia  the  ovaries  and  tubes 
were  found  to  be  normal,  which  left  the  diagnosis  of  appen- 
dicitis paramount,  with  a  strong  secondary  probability  of 
gallstones.  An  incision  was  made  over  the  appendix  and 
the  tube  and  ovai'y  of  the  right  side  brought  up  and  inspected, 
and  were  found  to  be  normal.  Next  the  appendix  was 
located  with  some  little  difficulty,  as  it  was  situated  under- 
neath the  cecum  and  was  densely  adherent.  It  was  unusually 
long  and  extended  up  behind  the  cecum  toward  the  kidney. 
The  appendix  was  clamped  at  its  cecal  end  and  excised  in 
the  usual  way.  After  the  completion  of  this  operation  the 
gall-bladder  was  palpated  through  the  appendical  incision, 
and  found  to  be  so  tensely  distended  that  it  hardly  seerned 
possible  that  it  could  withstand  so  much  pressure  without 
rupture.  It  was  enlarged  to  the  size  of  a  large  Bartlett 
pear,  and  upon  pressure  the  contents  could  not  be  squeezed 
into  the  duodenum.     Although  it  was  intensely  distended, 
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evidently  due  to  obstruction  of  the  cystic  duct,  gallstones 
could  not  be  felt,  nor  was  there  any  crepitation  suggesting 
their  presence.  A  small  counter  incision  one  and  one-half 
inches  in  length  was  made  over  the  gall-bladder,  and  it  was 
pushed  up  into  view,  lightly  clamped,  and  an  incision  made 
into  it.  A  half-pint  of  clear  mucus  escaped,  without  any 
trace  of  bile.  Upon  collapse  of  the  organ  the  index  finger 
was  inserted  and  a  number  of  gallstones  located;  with  the 
aid  of  the  gallstone  forceps,  ten  stones  of  varjing  size  were 
removed.  Four  were  as  large  as  the  tip  of  the  index  finger; 
one  had  a  peculiar,  snout-like  projection  which  accurately 
fitted  into  the  cystic  duct,  producing  complete  obstruction. 
The  mucous  membrane  of  the  gall-bladder  was  not  diseased. 
The  incision  in  the  gall-bladder  was  closed  by  a  Lembert 
suture;  it  was  then  lightly  stitched  to  the  peritoneum  and 
a  gauze  pack  inserted  down  to  the  point  of  suture.  Subse- 
quent to  this  operation  the  appendix  was  split  open  and 
found  to  contain  one-half  drachm  of  fetid  pus. 

The  convalescence  of  the  patient  was  uninterrupted. 

No.  11.  Retroflexio  uteri;  atrophied  appendix;  chole- 
lithiasis.    Gynec.  No.  1152. 

In  this  case  the  symptoms  were  entirely  referable  to  the 
pehic  organs,  consequently  the  first  operation  was  a  com- 
bined one,  the  uterus  being  suspended  and  an  Emmet 
operation  performed.  Notwithstanding  these  operations  the 
patient  was  at  most  relieved  but  a  very  short  time,  and 
continued  to  suffer  so  intensely  that  she  was  almost  com- 
pletely invalided.  She  returned  two  years  subsequently,  with 
the  urgent  requect  from  her  physician,  seconded  by  her  own 
wishes,  that  the  ovaries  be  removed  in  order  to  stop  the 
menstruation,  for  her  exaggerated  symptoms  were  all  grouped 
around  the  periods.  The  gallstones  which  were  discovered 
at  the  second  operation  were  not  suggested  by  the  symptoms, 
and  at  most  only  a  very  vague  history  of  cholelithiasis  could 
be  elicited  upon  close  inquiry  after  the  second  operation. 

Married  woman,  aged    forty-one  years;    one  child;    no 
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miscarriage.  The  chief  complaints  of  the  patient  are  constant 
dragging  sensations,  especially  when  on  lier  feet;  backache, 
much  worse  at  end  of  day;  of  late  has  had  attacks  of  vertigo, 
followed  by  severe  headaches  and  pain  in  the  lower  part 
of  the  abdomen,  especially  in  the  right  ovarian  region. 
This  pain  may  come  on  at  any  time.  Menstrual  flow  regular, 
lasting  two  days;  very  painful.  All  of  her  other  s\Tnptoms 
are  exaggerated  at  this  time. 

Examination.  Pelvic  floor  markedly  relaxed;  uterus  in 
acute  retroflexion;  both  ovaries  and  tubes  prolapsed,  Ijing 
posterior  to  the  uterus.  When  the  patient  was  first  seen 
her  pelvic  symptoms  were  all  exaggerated.  A  simple  sus- 
pension of  the  uterus  was  done,  and  the  relaxation  of 
the  pelvic  floor  was  corrected  by  an  Emmet  operation. 
On  account  of  the  smallness  of  the  abdominal  incision  no 
general  examination  of  the  other  abdominal  organs  was 
made. 

She  says^that  for  a  short  time  after  this  operation  she  was 
slightly  relieved,  but  soon  again  sufi'ered  with  the  most 
agonizing  pain  at  every  menstrual  period,  and  at  other 
times  had^severe  abdominal  pain  which,  however,  she  failed 
definitely  to  localize.  These  symptoms  have  persisted  for 
two  years,  and  she  has  returned  to  the  hospital  willing  to 
have  anything  done  which  promises  relief.  Upon  second  ex- 
amination the  uterus  was  found  to  be  in  anteposition,  sUghtly 
enlarged,\ery  hard,  and  the  tubes  and  ovaries  quite  tender. 
In  view  of  the  fact  that  her  health  has  been  steadily  growing 
worse  and  that  she  has  almost  become  a  permanent  invalid, 
a  more  radical  operation  was  determined  upon  in  order  to 
stop  the  menstrual  flow. 

Operation.  Hysterosalpingo-oophorectomy;  cholecystot- 
omy.  On  making  the  central  incision  the  uterus  was  found 
in  midposition  between  anteflexion  and  retroflexion,  with 
a  long  adventitious  suspension  band  running  from  the 
anterior  abdominal  wall  to  the  uterus.  The  ovaries  and 
tubes,    while    not    adherent,    were    prolapsed,    somewhat 
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enlarged,  but  otherwise  appeared  to  be  healthy.  As  the 
patient  was  forty-one  years  of  age,  and  as  her  menstrual 
periods  were  the  chief  source  of  her  illness,  being  so  severe 
that  she  was  compelled  to  go  to  bed  for  at  least  ten  days 
each  month,  the  uterus,  tubes,  and  ovaries  were  removed. 
The  appendix  was  removed  in  the  usual  way;  it  was  found 
to  be  small  and  partially  atrophied.  The  gall-bladder  was 
considerably  enlarged,  rather  tense,  and  contained  a  number 
of  gallstones.  A  small  counter  incision  was  made  over  this 
organ,  through  which  it  was  delivered.  A  small  incision  was 
made  into  it,  and  twelve  faceted  stones,  ranging  in  size 
from  a  small  shot  to  the  tip  of  the  little  finger,  were  removed. 
After  extracting  these  stones  the  incision  in  the  gall-bladder 
was  closed  by  fine  intestinal  sutures.  As  the  gall-bladder 
was  perfectly  healthy  in  appearance  it  was  dropped  back 
into  the  abdominal  cavity  and  the  abdominal  wound  was 
closed  without  drainage.  The  central  abdominal  wound  was 
closed  in  the  usual  way. 

Note.  Subsequent  to  the  second  operation,  upon  closely 
questioning  the  patient  referable  to  symptoms  which  might 
be  attributable  to  the  gall-bladder,  she  says  that  many  times 
the  pain  would  come  on  in  the  upper  part  of  the  abdomen, 
but  would  quickly  become  general,  and  was  oftentimes 
attended  with  so  much  nausea  and  vomiting  that  she  and 
her  physician  attributed  it  solely  to  reflex  causes,  especially 
in  view  of  the  fact  that  it  was  much  more  likely  to  occur 
about  the  time  of  the  menstrual  period.  Notwithstanding 
this  later  note  on  the  history  it  would  seem  that  the  symptoms 
in  this  case  were  much  more  prominently  referable  to  the 
pelvic  organs  than  to  the  gall-bladder.  It  has  been  three 
months  since  the  last  operation,  and  the  patient  says  she  is 
now  very  much  more  comfortable  than  she  has  been  at  any 
time  for  the  last  three  years.  She  has  no  pain  whatever,  and 
her  only  complaints  at  present  are  vertigo  and  attacks  of 
headaches,  which,  however,  are  not  so  severe  as  before  her 
operation. 
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No.  12.     Myoma  uteri;  cholelithiasis.    Gynec.  No.  1181. 

In  this  case  if  there  were  any  symptoms  arising  from  the 
gallstones  they  were  merely  those  which  have  been  attributed 
to  gastric  disturbances.  At  times  the  patient  has  suffered 
with  what  she  calls  attacks  of  indigestion,  which  have  been 
considered  by  her  physician  as  either  reflex  from  the  tumor 
or  due  to  a  simple  functional  dyspepsia.  There  have  cer- 
tainly been  none  of  the  classic  symptoms  of  gallstones. 

Married  woman,  aged  fifty  years;  two  children;  no  mis- 
carriages. Labors  difficult  but  not  instrumental.  Menstrual 
flow  has  always  been  profuse;  duration  usually  about  five 
days.  Suffers  no  pain,  but  slight  headache.  Slight  leucor- 
rhea  for  several  years.  Family  history  negative.  For  the 
past  three  years  she  has  been  troubled  with  backache, 
headache,  severe  metrorrhagia  and  menorrhagia.  Uterine 
hemorrhages  may  come  on  at  any  time,  lasting  from  six 
days  to  two  weeks.  As  the  result  of  this  continuous  drain 
she  has  been  steadily  growing  weaker,  and  is  now  unable 
to  walk  or  undergo  any  exertion  without  great  fatigue.  For 
a  year  or  more  she  has  had  dull  aching  pain  at  the  base  of 
the  left  thorax;  for  more  than  a  year  she  has  had  incon- 
tinence of  urine.  The  patient  does  not  give  a  very  definite 
history,  but  so  far  as  the  symptoms  which  could  be  elicited 
are  concerned,  none  are  referable  to  the  kidneys,  appendix, 
or  gall-bladder.  She  has  been  subject  to  indigestion  for  a 
year  or  more,  but  has  neither  had  pain  in  the  epigastrium 
nor  has  been  subject  to  nausea  or  vomiting. 

Examination.  Uterus  found  to  be  enlarged  to  the  size 
of  a  four  months'  pregnancy,  is  nodular,  and  closely  molded 
into  the  pelvis,  but  can  easily  be  pushed  up  into  the  abdominal 
ca\ity.  There  is  tenderness  over  the  epigastrium,  but  not 
sufficient  to  direct  especial  attention  to  the  gall-bladder. 

Operation.  Hysterosalpingo- oophorectomy;  cholecystot- 
omy;  removal  of  one  hvmdred  and  seventeen  gallstones. 

Diagnosis.  Cholelithiasis;  myoma  uteri.  The  removal  of 
the  fibroid  tumor  was  unaccompanied  by  complications  and 
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was  completed  in  thirty  minutes.  At  the  termination  of  this 
operation  the  usual  routine  examination  of  the  abdomen  was 
made.  The  vermiform  appendix  was  found  to  be  rather 
elongated,  extending  up  posterior  to  the  cecum.  Upon 
examination  of  the  gall-bladder  it  was  found  to  be  greatly 
distended  by  a  large  number  of  gallstones.  This  condition 
probably  explains  the  persistent  attacks  of  indigestion  of 
which  the  patient  has  complained.  The  gall-bladder  was 
pushed  up  with  the  abdominal  hand  against  the  anterior 
abdominal  wall  and  exposed  by  a  small  incision.  It  was 
then  tightly  clamped  at  its  dome  and  pulled  up  into  the 
abdominal  incision  and  opened.  With  one  hand  in  the 
abdominal  ca\-ity  the  gall-bladder  could  easily  be  palpated 
against  the  liver,  and  by  this  means  one  hundred  and  seven- 
teen gallstones  were  expressed  which  varied  in  size  from 
that  of  a  pea  to  the  tip  of  the  little  finger.  These  had 
evidently  been  present  for  years,  for  they  were  closely  crowded 
together  and  faceted.  After  the  removal  of  the  gallstones 
the  gall-bladder  was  found  to  be  practically  normal,  and,  as 
the  bile  poured  out  easily  through  the  cystic  duct,  it  was 
deemed  wisest  to  close  it  in  the  usual  way.  It  was  then 
dropped  back  into  the  peritoneal  cavity  and  the  incision 
closed  without  drainage.  As  the  operation  had  been  some- 
what prolonged  it  was  deemed  wisest  not  to  touch  the 
appendix,  which  is  likely  to  undergo  atrophy  in  a  woman 
of  this  age.     Convalescence  moderately  satisfactory. 

Note.  Subsequent  to  the  operation  the  patient,  instead 
of  ha\'ing  an  incontinence  of  urine,  as  was  the  case  before 
the  removal  of  the  tumor,  suffered  with  retention,  requiring 
continuous  catheterizations  for  ten  days.  At  times  she  also 
complained  of  considerable  pain  over  the  gall-bladder,  which 
however,  gradually  subsided.  Notwithstanding  these  com- 
plications there  was  marked  improvement  in  her  general 
condition,  and  on  the  sixteenth  day  after  the  operation  she 
had  become  quite  comfortable,  and  was  discharged  from 
the  hospital  on  the  twenty-third  day  feeling  very  well. 
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No.  13.  Recurrent  appendicitis;  cholelithiasis;  pancrea- 
titis.    Gynec.  No.  1197. 

Although  this  patient  had  had  recurrent  appendicitis, 
nevertheless  the  sjonptoms  of  cholehthiasis,  followed  later 
by  those  of  pancreatitis,  were  dominant. 

Married  woman,  aged  twenty-eight  years;  has  borne  one 
child  seven  and  one-half  years  ago;  labor  was  normal,  and 
with  the  exception  of  a  shght  laceration,  which  was  imme- 
diately repaired,  there  were  no  puerperal  complications, 
^lenstrual  flow  occurred  first  at  tliirteen  years  of  age,  and 
has  always  been  free;  it  has  been  regular  for  the  last  three 
months,  but  before  that  time  she  had  intervals  of  six  to 
eight  weeks  in  which  there  was  no  flow.  Periods  last  from 
four  to  five  days;  painful  for  first  few  days.  Family  history 
negative.  At  the  age  of  sixteen  the  patient  had  an  attack 
of  what  was  called  peritonitis,  characterized  by  abdominal 
pain,  which  lasted  for  one  month.  Before  and  since  that 
time  she  has  had  severe  indigestion,  with  eructations  of 
gas,  heavy  feeling  over  the  pit  of  the  stomach,  nausea,  and 
vomiting.  In  the  latter  part  of  last  summer  she  had  a 
slight  aching  pain  in  the  right  ovarian  region.  One  month 
later  she  was  seized  early  one  morning  yAih.  a  severe  pain 
in  the  epigastrium,  which  became  markedly  swollen.  Had 
severe  nausea,  and  vomited  large  quantities  of  bile.  Later 
the  pain  extended  around  the  right  side  to  the  back,  and 
finally  settled  in  the  region  of  the  appendix.  Late  in  the 
afternoon,  after  a  thorough  evacuation  of  the  bowels  the  pain 
ceased,  but  the  soreness  continued  for  several  weeks  over 
McBurney's  point.  There  was  at  no  time  jaundice.  The 
stools  were  dark  in  color,  at  times  containing  green  mucus. 
She  does  not  recall  anxthing  pecuUar  about  the  urine.  The 
second  attack  occurred  one  month  later,  w-hen  she  again 
had  severe  pain  and  soreness  throughout  the  entire  abdomen, 
but  this  time  more  marked  in  the  epigastrium.  This  attack 
was  attended  by  a  very  active  painful  peristalsis.  From 
this  time    on    the    patient   has    steadily  lost  weight.     She 
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has  been  unable  to  eat  without  severe  indigestion,  char- 
acterized by  accumulations  of  gas,  requiring  violent  kneading 
to  relieve  it.  Over  the  line  of  the  transverse  colon  she  says 
it  feels  as  sore  as  a  boil.  During  this  time  she  was  on  a 
very  carefully  selected  diet,  but  nevertheless  had  another 
attack  of  severe  pain,  accompanied  by  severe  emesis.  After 
vomiting  she  always  feels  as  though  something  were  pulling 
the  stomach  back  to  the  spine,  and  after  each  attack  she 
passes  large  strings  of  mucus.  During  the  last  attack  she 
voided  no  urine,  but  with  its  cessation  large  quantities  were 
excreted.  Her  weight  has  dropped  from  155  to  133  pounds 
in  four  months.  Notwithstanding  the  general  digestive 
disturbances  her  bowels  have  been  regular.  About  this 
time  the  patient  was  seen  by  Dr.  John  H.  Musser,  who  offered 
the  opinion  that  she  was  suffering  with  recurrent  appendicitis 
and  choleUthiasis.  As  she  had  lost  weight  so  rapidly  he 
considered  it  likely  that  she  was  suffering  with  pancreatitis 
secondary  to  the  cholelithiasis.  The  subsequent  notes  on 
the  case  estabUsh  the  correctness  of  his  diagnosis. 

Upon  examination  of  the  pelvic  organs  nothing  abnormal 
was  discovered,  the  uterus  being  in  normal  position  and  the 
ovaries  not  palpably  diseased.  A  little  below  McBurney's 
point,  however,  Jiere  was  a  tender  area  with  some  muscular 
resistance.  The  entire  abdomen  was  hypersensitive  but  not 
especially  marked  over  the  gall-bladder  area. 

Operation.  Appendicectomy;  cholecystostomy;  drainage  of 
the  gall-bladder.  An  incision  was  first  made  over  the  vermi- 
form appendix,  which  was  found  to  be  obliterated  in  its 
lower  end,  while  the  portion  next  the  cecum  was  chronically 
inflamed.  It  was  removed  in  the  usual  way.  Upon  passing 
the  hand  upward  to  the  gall-bladder  it  was  found  to  be  en- 
larged, and  filled  with  innumerable  small  stones,  giving  it 
the  feeling  of  a  loosely  distended  sand-bag.  No  large  stones 
could  be  felt.  There  were  no  adhesions  around  the  gall- 
bladder, and  upon  palpation  over  the  area  of  the  pancreas 
nothing  abnormal  could  be  felt.     In  view  of  the  fact  that 
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the  patient  had  lost  weight  there  was  a  strong  probability  of 
her  being  the  subject  of  a  chronic  pancreatitis.  A  counter 
incision  was  made  over  the  gall-bladder;  it  was  brought  up 
into  the  wound,  stitched  to  the  peritoneum,  and  then  incised, 
evacuating  considerably  more  than  a  hundred  small  mul- 
berry-looking stones,  none  of  which  were  larger  than  a 
grain  of  wheat.     The  gall-bladder  was  drained. 

Subsequent  to  the  operation  the  patient  was  extremely 
nauseated  for  four  or  five  days,  after  which  she  became 
quite  comfortable  and  made  an  uninterrupted  convalescence. 
All  gastric  disturbances  disappeared,  as  did  also  the  extreme 
tenderness  in  the  neighborhood  of  the  transverse  colon.  At 
the  end  of  ten  days  the  biliary  fistula  was  allowed  to  close. 
During  the  four  weeks  the  patient  was  in  the  hospital  she 
gained  weight  and  her  appetite  became  normal. 

Note.  In  this  case,  as  one  views  the  history,  the  symp- 
toms of  cholelithiasis  are  prominent,  although  the  appear- 
ance of  the  appendix  demonstrated  beyond  a  doubt  that  the 
patient  had  also  had  recurrent  attacks  of  appendicitis.  On 
account  of  the  rapid  emaciation  of  the  patient  and  her 
comparatively  rapid  recovery  after  the  draining  of  the  gall- 
bladder, there  is  little  question  but  that  she  had  pancreatitis, 
which  was  quickly  relieved  by  the  gall-bladder  drainage. 


DISCUSSION. 

Dr.  R.  Stansbury  Sutton. — I  have  been  very  much  inter- 
ested in  Dr.  Clark's  paper.  The  presence  of  gallstones,  as  we 
are  all  aware,  is  quite  common.  That  they  do  not  always  pro- 
duce symptoms  which  justify  resort  to  surgical  operation  is  well 
known.  Occasionally  the  difficulties  arising  from  illness  due  to 
gallstones  are  very  great  and  demand  relief  either  by  surgical 
interference  or  more  slowly  through  medical  means.  Therefore, 
the  subject  is  an  important  one. 

With  reference  to  tlie  pathology  of  gallstones,  I  have  no  definite 
settled  view,  but  I  must  take  very  grave  exception  to  the  views 
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expressed  in  the  paper  in  regard  to  their  origin  from  bacteria. 
As  well  might  we  say  that  a  stone  in  the  bladder  had  its  origin 
in  the  same  way.  If  you  bisect  a  stone  from  the  bladder  you 
may  find  in  the  center  of  it  a  foreign  body  around  which  the 
salts  of  which  the  stone  is  composed  are  accumulated,  and  you 
do  not  say  an^-thing  about  bacteria.  These  gallstones  are  made 
up  principally  of  cholesterin ;  the  crystals  of  cholesterin  form  a 
nucleus  for  the  formation  of  the  gallstone.  The  streptococcus, 
the  staphylococcus,  is  not  a  nucleus  for  gallstones,  nor  the 
colon  bacillus.  I  take  it,  again,  that  where  there  is  inflam- 
mation of  the  gall-bladder  or  of  the  duct  we  may  have  a  stone 
deposited  more  surely  than  where  there  is  not  an  inflammation; 
but  there  are  cases  in  which  bacteria  have  nothing  to  do  with 
the  formation  of  a  gallstone. 

With  reference  to  the  question  of  universal  operation  for  gall- 
stones, I  beheve  that  if  a  gallstone  or  gallstones  are  encountered 
in  the  course  of  another  operation  they  had  better  be  removed; 
but  there  is  a  remedy  in  use,  and  it  has  had  its  birth  near  the  city 
of  Boston,  for  the  treatment  of  gallstones  which  will  reduce  the 
necessity  of  surgical  interference  fully  90  per  cent.  I  cannot 
give  you  the  chemical  formula  for  it,  but  it  is  known  as  colalin. 
I  have  used  it  in  several  cases  of  gallstones  where  .1  had  held 
operation  in  abeyance,  and  I  have  not  had  occasion  to  operate 
on  those  patients.  If  one  can  get  a  solvent  for  the  cholesterin 
it  is  the  secret  of  success  for  the  medical  treatment  of  gallstones, 
and  I  believe  that  remedy  exists  in  colalin. 

Dr.  George  M.  Edebohls. — I  question  the  necessity  of 
operating  for  the  removal  of  gallstones  in  every  case  in  which 
gallstones  are  found  associated  when  we  operate  for  other  con- 
ditions. In  this  connection  I  recall  an  experience  which  is  quite 
unique  so  far  as  conversation  with  members  of  the  profession, 
and  my  reading  enables  me  to  judge. 

I  had  occasion  some  years  ago  to  operate  on  a  woman  who 
presented  decided  dyspeptic  symptoms.  She  had  a  movable 
kidney,  chronic  appendicitis,  and  an  induration  in  the  region 
of  the  gall-bladder.  I  anchored  the  movable  kidney;  removed 
the  appendix  through  the  lumbar  incision,  delivered  the  gall- 
bladder into  the  lumbar  wound,  and  found  that  it  contained  a 
large  stone,  4  to  5  cm.  in  length,  pear-shaped,  and  nearly  filling 
the  gall-bladder.      The  attending  physician  was  positive  that 
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the  gall-bladder  was  not  responsible  for  any  of  his  patient's 
symptoms  and  would  not  agree  to  the  removal  of  the  stone.  A 
year  later  I  had  occasion  to  open  the  abdomen  of  this  patient  a 
second  time  for  some  other  reason,  and  availed  myself  of  the 
opportunity  to  again  examine  the  gall-bladder,  which  was  now 
found  perfectly  healthy  and  empty.  The  large  stone  had  either 
passed  or  had  been  dissolved.  The  treatment  after  the  first 
operation  had  consisted  of  nothing  but  olive  oil  administered  for 
about  a  month,  and  whether  that  had  an_\'thing  to  do  with  causing 
the  disappearance  of  the  gallstone  I  do  not  know.  At  any 
rate,  there  was  no  trace  left  of  its  former  existence. 

As  to  the  method  of  operating  Dr.  Clark  has  told  us  that  he 
prefers  the  method  of  Kelly,  who  introduces  the  hand  through 
the  incision  in  the  lower  abdomen,  explores  the  gall-bladder 
digitally,  then  makes  a  second  small  incision  higher  up  and 
drags  the  gall-bladder  into  that  incision.  That  sounds  rather 
nice  and  easy,  but  if  any  of  you  should  attempt  to  drag  out  the 
gall-bladder  through  a  small  incision,  you  may  find  that  that 
part  of  the  program  will  not  work.  I  do  not  believe  anyone 
can  deal  satisfactorily  with  a  diseased  gall-bladder  through  the 
small  incision  mentioned.  I  would  therefore  caution  against 
accepting  this  part  of  Dr.  Clark's  paper  in  the  sense  that  the 
additional  gall-bladder  operation  would  generally  be  an  easy 
matter.  If  you  have  a  simple  pelvic  operation,  and  choose  to 
attack  the  gall-bladder  immediately  afterward,  do  so.  But  if  you 
have  had  a  long  and  tr^-ing  pehic  operation  and  the  gall-bladder 
cannot  be  readily  reached  near  the  surface,  I  would  adnse 
postponing  the  gall-bladder  operation  to  another  occasion. 

Dr.  A.  Palmer  DroLEY. — I  want  to  say  this:  that  I  think 
we  have  got  to  look  beyond  the  gall-bladder  for  this  form  of 
surgery.  Surgery  of  the  liver  is  in  its  infancy,  in  its  swaddling 
clothes,  so  to  speak,  and  I  think  I  am  able  to  cite  cases  that  will 
prove  that  statement  to  be  true.  In  a  hospital  with  which  I  am 
connected  I  get  everj^hing  that  comes  along,  and  I  have  had 
quite  an  experience  with  liver  and  gall-bladder  disease,  I 
believe  we  have  got  to  go  beyond  the  gall-bladder  in  looking 
for  gallstones,  and  that  in  some  cases  they  are  found  in  the  liver 
ducts.  I  can  prove  this  by  the  history  of  more  than  one  case. 
In  one  case  in  particular  there  was  a  discharge  of  gallstones 
numbering  four  hundred,  which  I  am  perfectly  sure  that  the 
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gall-bladder  could  not  have  held,  and  I  believe  these  stones  are 
formed  in  the  liver  duets  themselves  from  stagnation  of  circula- 
tion, the  formation  of  cholesterin  nuclei,  and  that  only  a  small 
proportion  of  the  stones  that  we  find  in  the  gall-bladder  are 
really  what  we  should  look  for.  I  make  bold  to  state  that  I  do 
not  hesitate  to  go  into  the  center  of  the  liver  in  exploring  for 
gallstones.  The  last  case  I  had  was  one  in  which  a  diagnosis 
was  made  of  gallstones  by  my  medical  confrere,  and  I  boldly 
■went  into  the  gall-bladder,  but  found  no  stones.  I  found  the 
duct  dilated.  I  went  five  inches  into  the  right  lobe  of  the  liver, 
as  far  as  I  could  reach  with  my  finger,  pressing  back  the  abdom- 
inal wall,  and  packed  the  liver  full  with  iodoform  gauze,  put  an 
apron  of  gauze  over  it,  subsequently  removed  the  gauze,  and 
the  patient  is  well  to-day.  I  believe  it  is  good  practice  to  invade 
the  center  of  the  liver  for  the  purpose  of  looking  for  deposits  of 
this  nature.  Not  to  take  up  too  much  time,  I  will  simply  say 
that  we  are  looking  at  a  well  which  is  the  reservoir  for  that  which 
is  formed  higher  up  in  the  stream,  and  I  believe  with  Dr.  Clark 
that  these  formations,  whether  they  are  septic  or  not,  should 
be  removed,  I  am  inclined,  however,  to  disagree  with  him 
so  far  as  bacterial  formation  is  concerned  ;  nevertheless,  we 
can  do  liver  surgery  that  is  not  yet  dreamed  of;  I  am  quite  sure 
of  it. 

Dr.  Brooks  H.  Wells. — I  was  much  interested  in  a  recent 
paper  of  Dr.  Clark  which  was  published  in  the  American  Journal 
oj  Obstetrics  and  Diseases  of  Women  and  Children,  May,  1904, 
because  it  has  happened  during  the  last  three  years  that  I  have 
used  practically  the  same  measures  in  the  cases  that  have  come 
under  my  observation,  and  in  the  course  of  that  time  I  have 
found  a  number  in  which  the  patients  complained  of  obscure 
symptoms  supposed  to  be  due  to  so-called  functional  indigestion. 
In  these  we  found  various  diseased  conditions  of  the  biliary 
tract.  By  making  a  small  or  large  incision,  in  accordance  with 
the  indications  in  each  case,  cleaning  the  bile  passages  and 
draining,  remarkable  relief  has  been  obtained  from  symptoms 
which  were  supposed  to  be  due  to  functional  indigestion.  All  of 
us  should  make  a  routine  examination  of  the  entire  contents 
of  the  abdomen  whenever  this  can  be  done  without  seriously 
imperilling  a  patient's  recovery,  and  I  believe  it  can  be  done 
in  the  great  majority  of  cases. 


D[SCUSSIO\  59 

Dr.  Seth  C.  Gordon. — I  have  now  five  cases  under  treat- 
ment in  which  I  have  recently  opened  the  gall-bladder.  In 
one  there  were  gallstones,  in  another  the  gall-bladder  was  full 
of  pus,  and  in  the  others  it  was  filled  with  infected  bile.  In 
all  of  these  cases  where  the  abdominal  ca\'ity  is  opened  for 
other  purposes  and  one  is  quite  sure  the  patient  is  able  to  stand 
the  operation,  I  should  examine  the  gall-bladder  thoroughly,  and 
if  I  found  stones  I  would  remove  them. 

The  fad  now  is  to  wash  out  everybody's  stomach,  and  stomach 
men  are  getting  to  be  as  abundant  as  gynecologists  all  over  the 
country.  Every  young  man  who  has  nothing  else  to  do  makes 
a  specialty  now  of  stomach  ailments.  He  is  washing  out  every 
stomach  he  can,  whether  he  has  seen  it  done  or  not.  While 
there  may  be  a  great  deal  of  trouble  referred  to  so-called  indi- 
gestion, both  stomachic  and  intestinal,  I  believe  a  great  deal  of 
it  is  dependent  upon  a  diseased  gall-bladder.  Whether  gall- 
stones are  present  or  not  in  these  cases,  we  do  not  know  posi- 
tively, but  there  is  an  infection  of  the  gall-bladder  in  some  way 
which  interferes  with  digestion,  more  or  less.  Therefore,  when 
we  open  the  abdomen  for  other  purposes,  if  we  are  reasonably 
sure  the  patient  is  all  right,  and  find  gallstones  we  should  never 
leave  those  gallstones  without  opening  the  gall-bladder  and 
removing  them. 

Dr.  Hiram  N.  Vineberg. — I  wish  to  say  that  under  the 
influence  of  the  teaching  of  Dr.  Kelly  I  have  been  in  the  habit 
of  doing,  until  within  the  past  three  years,  exactly  what  has 
been  advocated  to-day.  But  after  hearing  a  discussion  on  gall- 
stones in  the  common  duct  and  in  the  gall-bladder  by  one  of  the 
Mayos,  it  gave  me  food  for  reflection ;  and  caused  me  to  change  my 
methods,  and  it  was  to  this  effect:  Mayo  criticised  gynecologists 
for  opening  the  gall-bladder  simply  because  there  were  stones 
in  it.  He  said  that  in  at  least  90  per  cent,  of  the  cases  of  gall- 
stones in  the  gall-bladder  no  symptoms  were  present  and 
an  operation  should  not  be  undertaken.  It  seems  to  me 
that -is  a  rational  standpoint  to  take,  and  unless  we  operate  in 
accordance  with  good  sound  surgical  principles  we  will  justly  be 
very  much  criticised.  Our  work  will  be  criticised  as  superfluous 
surgery  on  an  organ  that  is  not  necessarily  diseased.  How- 
ever, if  the  gall-bladder  is  really  diseased  and  requires  operative 
intervention,  it  should  be  removed.     Simply  opening  the  gall- 
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bladder  and  remo\'ing  stones  does  not  effect  a  cure  in  these  cases, 
as  I  have  had  evidence  in  my  o\\'n  practice  in  three  or  four 
instances.  So  I  think  we  ought  to  take  the  stand  that  unless 
there  is  an  actual  indication  for  opening  the  gall-bladder  we 
ought  not  to  undertake  it  simply  because  it  contains  stones.  On 
the  other  hand,  if  the  gall-bladder  is  at  all  diseased,  it  ought  to 
be  removed. 

Dh.  J.  Montgomery  Baldy. — Like  Dr.  Edebohls,  I  would 
say,  as  the  result  of  my  experience  in  dealing  with  gall-bladder 
troubles,  I  cannot  do  work  effectively  through  a  small  inci- 
sion in  the  class  of  operations  under  discussion.  I  must  have 
a  good  incision  to  work  through,  especially  in  cases  in  which 
the  gall-bladder  is  adherent.  When  the  gall-bladder  is  not 
bound  down  by  adhesions  you  can  push  it  up  through  a  com- 
paratively small  incision  and  remove  the  stone  or  stones  with 
little  or  no  difficulty. 

It  is  well-known  that  many  people  have  gallstones  for  several 
years  without  causing  them  any  discomfort,  but  they  may  cause 
great  discomfort  sooner  or  later,  particularly  when  infection 
occurs.  Unquestionably,  of  the  large  numbers  of  cases  of  so- 
called  chronic  indigestion  many  are  due  to  gallstones  and  to 
disease  of  the  gall-bladder. 

As  far  as  a  routine  operation  is  concerned,  one  should  judge 
as  to  the  social  surroundings  and  physical  condition  of  the 
patient,  and  as  to  whether,  at  the  time  one  is  operating  for  some 
other  intra-abdominal  condition,  the  patient  is  able  or  willing  to 
take  the  additional  risk  which  a  second  incision  incident  to  a 
gall-bladder  operation  involves.  These  points  must  be  thor- 
oughly considered.  We  cannot  lay  down  a  given  rule  to  open 
every  gall-bladder  in  these  cases,  whether  it  contains  stones  or 
not.  However,  if  a  woman  is  suffering  from  gallstones  which 
I  do  not  recognize  until  I  enter  the  abdomen,  and  her  physical 
condition  warrants  it,  I  would  not  hesitate  to  remove  them. 
The  more  I  see  and  read  of  men's  experience  with  gallstones 
and  of  removing  the  gall-bladder,  the  more  I  think  the  picture 
is  largely  overdrawn.  Drainage  will  allow  most  of  them  to 
recuperate  and  get  in  a  comparatively  healthy  condition.  The 
removal  of  the  gall-bladder  is  not  such  a  simple  procedure  as 
some  surgeons  would  have  us  believe.  Take  a  small  wound  that 
is  made  about  the  liver  through  the  capsule,  and  you  may  have  a 
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fistula  which  will  last  for  many  months.  I  have  one  such  case 
at  present  in  which  a  fistula  has  lasted  for  six  months,  and  I  do 
not  see  the  end.  I  closed  without  drainage  in  this  case  after 
remo\'ing  the  bladder.  The  woman  became  markedly  jaundiced. 
I  removed  a  quart  or  two  of  bile  from  the  abdomen  later,  and 
found  a  wound  in  the  liver  tissue  through  which  bile  was 
spurting  as  freely  as  would  blood  from  a  severed  radial  artery. 

Dr.  Walter  P.  M.vnton. — About  a  year  ago  I  was  talking 
with  Dr.  Ochsner,  of  Chicago,  who  has  had  a  large  experience 
in  gall-bladder  surgery,  and  he  told  me  that  formerly  cases  of 
chronic  dyspepsia  gave  him  much  trouble,  and  that  he  did 
everything  he  possibly  could  for  them  without  relief,  but  now 
in  these  cases  he  opens  up  the  gall-bladder,  finds  gallstones, 
removes  them,  and  cures  his  patients.  I  have  seen  many  such 
cases  myself,  and  I  believe  the  course  taken  by  Dr.  Ochsner  is 
the  only  one  to  pursue. 

I  was  unfortunate  in  not  hearing  the  first  part  of  Dr.  Clark's 
paper.  He  mentioned,  however,  suturing  the  gall-bladder  after 
incision,  and  dropping  it  back  into  the  abdominal  cavity.  I 
have  tried  that  in  several  cases  in  connection  with  other  opera- 
tions on  the  abdominal  or  pelvic  organs,  and  found  it  to  be  a 
poor  way  to  do.  In  nearly  all  of  the  cases  in  which  I  did  this 
the  patients  have  died  as  the  result  of  leakage. 

With  reference  to  the  remarks  of  Dr.  Sutton  as  to  solvents 
for  gallstones,  I  do  not  believe  that  any  solvent  was  ever  in- 
vented that  will  dissolve  gallstones.  I  have  had  patients  who 
have  taken  olive  oil  and  other  supposed  solvents  for  years  with 
little  or  no  relief,  and  have  subsequently  removed  the  gallstones 
by  operation  and  cured  the  patient. 

In  regard  to  attacking  these  cases  through  a  small  incision  or 
Kelly's  operation,  it  is  absolutely  essential  in  my  experience  to 
make  a  large  incision,  because  in  a  large  number  of  cases  we  find 
a  single  stone  in  a  pocket  in  the  cystic  duct,  and  it  is  utterly 
impossible  to  remove  it  by  means  of  a  small  incision.  I  think 
we  are  liable  to  miss  stones  by  trying  to  operate  through  a  small 
incision,  and  I  believe  a  large  one  should  be  made  in  these  cases. 

Dr.  Beverly  MacMoxagle. — After  reading  the  title  of  Dr. 
Clark's  paper  I  wondered  how  he  would  treat  the  subject.  As 
I  understand,  the  treatment  of  gallstones  in  general  is  entirely 
separate  and  apart  from  the  words  in  the  text  of  the  title  of  the 
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paper.  Dr.  Clark,  if  I  understood  him  correctly,  rather  advo 
cates  that  we  should  investigate  those  cases  in  which  we  open 
the  abdomen  for  some  pelvic  and  abdominal  trouble,  with 
especial  reference  to  gallstones  or  disease  of  the  gall-bladder. 
If  we  find  gallstones  present  at  such  an  operation  the  question 
arises.  Shall  we  or  shall  we  not  remove  them  at  the  time?  If 
these,  gallstones  have  been  making  the  patient  ill,  causing 
symptoms  of  dyspepsia  or  indigestion,  if  there  is  any  adhesion 
around  the  gall-bladder,  it  seems  to  me  we  should  operate  for 
the  gallstone  or  gallstones  first.  If  after  opening  the  abdomen 
for  the  purpose  of  dealing  with  some  intrapelvic  pathologic 
condition  we  find  gallstones  present  that  have,  not  yet  pro- 
duced any  symptoms,  the  question  comes  up.  Shall  we  or 
shall  we  not  remove  them?  If  the  patient's  condition  will  not 
permit  of  the  removal  of  the  gallstones,  in  your  judgment,  at 
the  same  sitting,  then,  of  course,  it  is  unwise  to  operate  for 
their  removal,  and  one  should  stop  short  of  the  pelvic  work  for 
which  operation  was  undertaken  if  the  general  condition  of  the 
patient  does  not  justify  proceeding.  Some  simpler  procedure 
should  be  done  which  will  tide  the  patient  over  the  critical 
period.  The  argument  advanced  of  operating  for  gallstones 
at  the  same  time  one  is  operating  for  some  other  intra-abdominal 
lesion  goes  without  saying,  that  it  should  not  be  done  unless  the 
patient's  condition,  in  one's  judgment,  will  allow  him  to  go  on 
with  the  operation. 

With  reference  to  gallstones  and  the  consequences  of  them, 
they  are  very  serious.  All  of  the  gentlemen  who  have  thus  far 
discussed  the  subject  say  that  a  great  many  of  the  symptoms 
that  are  due  to  gallstones  are  dyspeptic.  There  is  pain  in  the 
upper  or  right  quadrant  of  the  abdomen,  and  they  suggest  that 
the  consequence  of  infection  following  typhoid  fever  or  colon 
bacillus  infection,  or  anything  else,  is  very  much  more  likely 
to  be  grave  if  we  have  gallstones  in  the  gall-bladder  than  it 
would  be  if  we  had  no  gallstone  or  gallstones  in  the  gall-bladder. 
It  is  wise,  if  the  conditions  surrounding  the  patient  and  the 
patient's  condition  are  favorable,  to  remove  what  will  accentuate 
the  trouble  that  will  come  in  the  future. 

Again,  the  conditions  that  arise  in  the  pancreas  as  a  conse- 
quence of  gall-bladder  disease  and  of  gallstones  are  grave,  and 
if  we  can  do  something  of  a  prophylactic  nature  to  guard  against 
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disease  of  the  pancreas,  without  adding  to  the  risk  of  the  patient's 
life,  it  is  a  wise  thing  to  do.  This  is  what  Dr.  Clark  suggested. 
The  older  diseases  of  the  gall-bladder  that  are  incident  to  infec- 
tion and  the  presence  of  gallstones  belong  to  a  separate  class 
from  those  we  are  discussing  in  this  paper.  In  this  operation 
it  is  bad  policy  for  a  surgeon  to  be  guided  bv  the  counsel  of  any 
man  who  is  not  present  at  the  time  it  is  performed.  Suggestions 
as  to  details  of  the  operation  are  known  only  to  the  man  or  men 
who  see  the  case  at  the  time,  and  the  surgeon's  judgment  is 
better  than  the  combined  judgment  of  all  those  gentlemen  away 
from  the  case.  Therefore,  I  say,  do  not  restrict  yourselves  to 
any  particular  method.  I  have  operated  by  Kelly's  method, 
but  I  have  not  found  it  convenient  in  some  cases.  If  the  gall- 
bladder is  free  and  the  liver  is  movable,  and  the  gall-bladder  is 
quite  large,  you  can  bring  it  up  through  the  abdominal  wall, 
and  by  making  a  small  incision  remove  the  stone  or  stones 
reasonably  well.  If  you  have  any  adhesion  or  infection  of  the 
gall-bladder,  if  you  have  gallstones  in  the  ducts,  you  must 
operate  by  the  gallstone  method. 

In  regard  to  djspeptic  symptoms,  undoubtedly  a  great  many 
of  them  are  due  to  gallstones,  and  if  gallstones  are  removed 
and  the  bladder  and  duct  properly  drained,  many  of  the  cases 
of  dyspepsia  which  are  said  to  be  due  to  enteroptosis  will  be 
cured. 

Dr.  Clark. — The  discu.ssion  has  been  so  extensive  that  in 
closing  I  shall  allude  only  to  some  of  the  chief  points  in 
question.  First,  with  reference  to  invasion  of  the  gall-bladder 
by  bacteria  and  their  etiological  role  in  the  formation  of  gall- 
stones. In  my  paper  I  have  briefly  alluded  to  Herter's  re- 
searches in  which  the  bacteriologic  side  of  this  question  is 
extensively  reviewed.  While,  as  Herter  says,  there  may  be  a 
diathetic  factor  in  these  cases,  nevertheless  the  evidence  up  to 
this  time  unquestionably  points  to  the  formation  of  biliary 
calculi  through  a  bacteriologic  invasion  of  the  gall-bladder. 
Very  frequently  if  gallstones  are  cut  through  the  center  and 
cultures  are  made  the  colon  bacillus  is  found  as  the  nucleus. 

Relative  to  the  criticism  by  Dr.  Edebohls  as  to  the  short 
incision,  I  may  say  that  its  length  depends  entirely  upon  cir- 
cumstances. The  initial  incision  should  always  be  short  until 
it  is  definitely  determined  that  one  cannot  conveniently  work 
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through  it,  after  which  it  is  easy  to  enlarge  it  to  suit  circum 
stances.  If  the  gall-bladder  can  be  approached  through  a 
small  incision  and  the  gallstones  removed,  it  is  certainly  unwise 
to  make  a  larger  one. 

According  to  the  carefully  compiled  statistics  of  the  Presby- 
terian Hospital,  New  York,  the  percentage  of  gallstones  is  7.6 
of  all  individuals  coming  to  autopsy,  and  from  the  pathologic 
records  of  the  Johns  Hopkins  Hospital,  6.4  per  cent. 

Concerning  the  removal  of  the  gall-bladder,  I  fully  agree 
with  what  Dr.  Baldy  has  said  in  reference  to  this  operation. 
It  is  unquestionably  more  serious  than  a  simple  cholecys- 
totomy,  and  unless  there  is  empyema  or  serious  disease  of  the 
gall-bladder,  it  should  not  be  performed.  The  more  I  see  of 
these  cases  the  more  I  am  inclined  to  the  belief  that  chole- 
cystotomy  is  a  much  better  plan,  for  I  believe  drainage  of  the 
gall-bladder  is  of  the  greatest  value  in  many  of  these  cases  on 
account  of  the  presence  of  more  or  less  pancreatitis. 

In  the  series  of  cases  which  I  have  reported,  one  had  come 
under  the  care  of  Dr.  Musser,  and  after  drainage  of  the 
gall-bladder  she  was  immediately  relieved  of  very  threatening 
symptoms  of  pai.creatitis. 

I  have  been  very  much  gratified  by  this  discussion,  for  I  felt 
that  possibly  the  general  trend  of  sentiment  of'  this  Society 
would  be  opposed  to  the  coincident  removal  of  gallstones  which 
were  not  producing  apparent  sjanptoms.  While  I  am  certain 
that  none  of  us  would  be  inclined  to  advise  an  operation,  even 
if  we  were  able  to  determine  that  gallstones  were  present  which 
had  never  produced  symptoms,  nevertheless  when  the  ab- 
dominal cavity  is  opened  for  some  other  condition  and  the 
gallstones  are  found,  I  am  equally  certain  that  it  is  not  too 
radical  surgery  or  surgery  founded  upon  bad  judgment  to  re- 
move foreign  bodies  which  must  ultimately  produce  more  or 
less  serious  symptoms. 
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Life-size  drav\-iiig  of  speciimu,  i-xtenial  (lateral)  aspect.     The  relation 
of  the  ovarian  fimbria  is  seen. 


STUDY  OF  A  SPECDIEN  OF  OVARIAN 
PREGNANCY. 


By  J.  Clarence  Webster,  M.D., 
Chicago. 


The  following  notes  concerning  a  case  of  ovarian  preg- 
nancy have  been  kindly  sent  to  me  by  Dr.  E.  Evans,  of 
La  Crosse,  Wisconsin: 

The  patient  was  thirty-six  years  of  age  and  had  been  mar- 
ried ten  years.  INIenstruation  began  at  eighteen;  it  had 
always  been  regular,  of  the  twenty-eight-day  tj-pe,  and  five 
to  six  days  in  duration.  The  quantity  was  moderate.  There 
was  always  migraine  at  the  beginning  of  the  flow,  and  some 
pelvic  pain  throughout. 

She  had  been  twice  pregnant.  The  first  pregnancy  ended 
prematurely  in  the  eighth  month;  the  last  went  to  term, 
eight  years  ago. 

She  menstruated  normally  July  4,  1903.  Soon  afterward 
the  breasts  became  tender,  firmer,  and  larger.  Nausea 
gradually  developed.  There  was  no  period  in  August,  and 
she  considered  herself  pregnant. 

On  September  7th,  while  in  church,  she  was  taken  with 
severe  cramps  in  the  abdomen.  Pallor  of  the  face  was  noticed, 
and  she  felt  somewhat  faint.  vShe  was  able  to  walk  to  her 
home,  where  she  went  to  bed,  the  pains  being  relieved  by 
hypodermic  injections  of  morphine. 

On  the  following  day  blood  escaped  from  the  vagina,  con- 
tinuing about  the  same  time  as  her  normal  menstrual  flow. 
It  contained  clots  and  shreds  of  tissue.     Colicky  and  labor- 

Gyn  Soc  5 


66  OVARIAN  PREGNANCY 

like  pains  were  felt,  causing  her  to  remain  almost  continu- 
ously in  bed,  morphine  being  frequently  necessary.  On 
October  1st  blood  again  appeared,  and  continued  to  flow 
several  days. 

On  October  6th  Dr.  Evans  described  the  condition  as 
follows : 

The  abdomen  was  tender  to  pressure  in  the  right  iliac 
region.  On  bimanual  examination  the  uterus  was  found  to 
be  normally  placed,  slightly  enlarged,  and  movable.  The 
left  tube  and  ovary  were  normal.  On  the  right  side  of  the 
uterus  a  rounded  mass  larger  than  the  uterus  and  distinct 
from  it  was  easily  felt.  It  was  tender  to  pressure,  and  only 
slightly  movable. 

Abdominal  section  was  then  performed.  Half  an  ounce 
of  dark  fluid  was  found  in  the  uterovesical  peritoneal  pouch. 
The  swelling  on  th°  right  side  of  the  uterus  was  attached  to 
the  rectum  and  pelvic  wall  by  many  delicate  adhesions. 
The  right  Fallopian  tube  was  freely  movable  above  it,  and 
was  removed  along  with  the  swelling. 

The  specimen  was  placed  in  hardening  fluid  by  Dr.  Evans 
at  once  and  sent  to  me.  I  immediately  made  drawings  of 
the  external  appearance  and  of  a  section  through  the  mass, 
small  portions  being  removed  from  various  parts  for  micro- 
scopic study.  The  drawings  of  the  microscopic  appearances 
have  been  made  by  my  assistant.  Dr.  C.  Wahrer. 

Macroscopic  Appeahances.  The  ovarian  swelling  is  an 
irregularly  rounded  mass,  measuring  8  cm.  vertically  and 
7  cm.  in  its  other  diameters.  In  its  upper  fourth  the  surface 
is  somewhat  smooth  and  dull  gray  in  color;  the  remaining 
portion  is  marked  with  knob-like  elevations,  varying  in  width 
from  3  mm.  to  3.5  cm.  They  are  dark  brown  or  purple,  the 
intervening  depressions  being  much  lighter  in  color.  The 
wall  is  intact,  no  indication  of  rupture  being  present. 

At  intervals  roughened  areas  are  fountl  indicating  the  site 
of  former  adhesions.  Attached  to  the  upper  portion  of  the 
mass  is  the  upper  part  of  the  broad  ligament,  in  which 
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EXPLANATION   OF   PLATE. 

Fig.  2.     Posterior  view  of  specimen.     Life  size. 

Fig.  3.  Section  of  specimen.  The  wall  of  the  gestation  sac,  the 
amniotic  cavity,  and  the  intervening  extrava-satcd  blood  containing 
chorionic  tissue  are  seen. 
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remains  of  the  organ  of  Rosenmiiller  are  visible.  The 
greater  portion  of  the  Fallopian  tube  is  present,  measuring 
9  cm.  from  the  di\'ided  end  to  the  extremity  of  the  ovarian 
fimbria.  The  tip  of  the  latter  is  in  close  contact  with  the 
ovarian  swelhng,  though  distinct  from  it.  No  evidence  of 
tubal  abnormality  is  apparent. 

On  section  two  portions  are  to  be  distinguished,  ^^z.,  a 
thin  peripheral  layer  and  a  large  medullary  area. 

The  peripheral  layer  forms  a  definite  outer  wall,  concen- 
trically striated,  gray  in  color,  here  and  there  tinged  pink, 
and  containing  many  bloodvessels. 

The  greatest  thickness  is  foimd  at  the  upper  portion,  near 
the  junction  of  the  broad  ligament,  where  it  measures  5  to  7 
mm.  Toward  the  lower  two-thirds  the  rim  diminishes  in 
thickness,  the  part  farthest  from  the  broad  ligament  being 
less  than  2  mm.  The  medullary  area  forms  the  main  portion 
of  the  mass.  It  has  a  mottled  appearance,  presenting  pink, 
red,  brown,  purple,  gray,  and  yellow  areas.  Striation  is 
everywhere  seen,  being  irregularly  or,  in  parts,  radially 
marked. 

Toward  the  lower  and  outer  portion,  just  external  to  the 
middle  of  the  swelling,  is  a  cavity  (amniotic),  whose  hning 
is  smooth  and  glistening  and  of  a  blue-gray  color.  It  con- 
tains a  few  drops  of  turbid  fluid.  It  measures  2.2  cm.  trans- 
versely and  anteroposteriorly  and  1.5  cm.  vertically.  Its 
shape,  therefore,  corresponds  closely  to  that  of  the  entire 
swelling. 

Microscopic  Appearances.  The  peripheral  layer  is 
composed  of  connective  tissue,  the  fibers  of  which  run  in  all 
directions,  though  for  the  most  part  they  are  arranged  par- 
allel to  the  surface,  and  for  the  most  part  closely  packed 
together.  The  connective-tissue  cells  are  fairly  regular  in 
size,  and  are  mostly  spindle-shaped,  though  some  round 
and  oval  cells  are  seen.  They  correspond  in  size  to  those 
found  in  the  normal  non-pregnant  ovary.  Here  and  there 
a  few  leukocytes  and  red  blood  corpuscles  may  be  found 
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extravasated  in  the  connective  tissue.  At  intervals  large, 
rounded,  spindle,  oval  or  polygonal  cells,  varying  some- 
what in  size,  are  found  in  the  connective  tissue.  They  pos- 
sess usually  a  well-defined  border,  the  cell-substance  pre- 
senting a  more  or  less  homogeneous  consistence,  in  which 
under  a  high  magnification  a  reticulated  structure  can  gen- 
erally be  distinguished ;  the  nucleus  is  large  and  stains  deeply, 
the  nucleolus  being  well  marked.  In  some  cases  two  nuclei 
are  found,  occasionally  three.  In  some  cases  the  cells  have 
a  hyaline  appearance,  and  their  outlines  may  be  lost.  They 
may  be  blended  with  other  cells  or  with  surrounding  con- 
nective tissue,  presenting  hyaline  degeneration.  In  these 
the  reticulated  structure  may  be  lost;  they  may  be  vacuo- 
lated, and  the  nuclei  may  be  irregular  or  fragmented.  These 
cells  are  mostly  found  near  large  blood  spaces  in  that  part  of 
the  gestation  sac  near  the  hilum,  and  in  the  layers  nearest 
to  the  ovum.  I  have  not  noticed  any  in  the  remaining  thin 
portion  of  the  sac  wall.  Away  from  the  neighborhood  of  the 
blood  spaces,  as  a  rule,  few  of  these  cells  are  found,  and  they 
are  usually  single. 

The  determination  of  the  nature  of  these  cells  is  a  matter 
of  much  difficulty.  They  bear  a  closer  resemblance  to  decidual 
cells  than  to  any  other.  That  they  are  wandering  cells 
derived  from  the  syncytium  does  not  seem  Ukely,  because 
the  cell-substance  is  not  so  dense  as  that  of  the  syncytium 
found  on  the  chorion,  and  the  nuclei  are  much  larger.  More- 
over, in  the  majority  of  instances  there  is  a  definite  cellular 
arrangement,  the  outline  of  each  cell  being  well  marked; 
they  are  not  the  irregular  nucleated  strands  which  are  found 
invading  the  mucosa  in  uterine  and  tubal  pregnancy.  The 
cells  are  also  very  much  larger  than  those  of  the  Langhans 
layer  of  the  chorion. 

They  bear  some  resemblance  to  wandering  lutein  cells,  but 
the  only  portion  of  corpus  luteum  found  in  the  specimen  is 
situated  at  a  considerable  distance  from  that  part  of  the  wall 
in  which  the  large  cells  are  chiefly  noticed,  and  its  cells  are 
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Cortex  of  ovary.     In  the  deep  layer,  nearest  the  ovum,  large  blood  sinuses  are  shown 
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X'illus  attached  to  gestation-sac  wall  consisting  of  ovarian  stroma. 
There  is  some  hyaline  degeneration  in  the  deeper  wall  of  the  latter. 
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smaller  than  those  under  consideration,  and  much  degen- 
erated. Moreover,  the  characteristic  yellow  pigment  of  the 
lutein  cells  is  absent.  Many  of  the  cells  resemble  those 
found  Hning  the  wall  of  some  blood  sinuses,  and,  indeed, 
in  some  parts  seem  to  be  continuous  with  the  latter,  which 
appear  to  be  proliferated  endothelium.  The  extension 
around  vessels  of  proliferated  endothelium  (trophospongia) 
has  been  described  by  Hubrecht  as  being  characteristic  of 
the  changes  in  the  mucosa  of  the  hedgehog  during  early 
pregnancy.  I  have  also  observed  the  process  to  a  limited 
extent  in  one  specimen  of  human  tubal  gestation.  The 
appearance  presented  in  certain  parts  of  my  specimen  of 
ovarian  pregnancy  is  somewhat  suggestive  of  a  similar  change. 

The  portion  of  the  sac  wall  nearest  the  hihmi  bears  most 
resemblance  to  normal  ovarian  tissue.  A  few  primary 
Graafian  follicles  and  remains  of  corpora  albicantia  are 
found.  No  large  follicles  have  been  seen  in  the  sections 
examined.  It  is  e^^dent  that  many  follicles  have  been 
destroyed  by  the  pressure  exerted  by  the  great  distention 
of  the  ovary  due  to  growth  of  the  ovum  and  blood  extrava- 
sation. In  the  large  thinner  portion  of  the  sac  wall  no  fol- 
licles can  be  found,  nor  are  there  many  bloodvessels.  The 
latter  are  most  numerous  in  the  thick  portions  of  the  wall 
nearest  the  broad  ligament.  In  some  of  the  arteries  thick- 
ening of  the  intima  is  found  as  well  as  hyaline  degeneration 
in  the  wall.  The  latter  change  is  also  found  in  the  walls  of 
veins. 

Many  of  the  capillaries  and  venules  are  distended,  forming 
large  blood  sinuses.  These  are  found  especially  in  the  deeper 
layers  of  the  gestation  sac,  nearest  the  hilum.  Some  of  them 
open  directly  into  the  intervillous  space.  In  many  the  endo- 
thelial lining  is  very  distinct;  in  others  very  few  cells  are 
found. 

Here  and  there  these  spaces  are  lined  by  the  large  cells,  to 
which  reference  has  been  made.  They  are  arranged  as  a 
single  layer  or  in  several  layers,  extending  sometimes  more 
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or  less  continuously  around  the  lumen,  but  most  frequently 
occurring  in  localized  areas.  These  cells  are  epithehoid  in 
nature,  and  are  more  or  less  irregularly  rounded.  Their 
outhnes  are  distinct;  the  cell  substance  is  composed  of  a 
network  which  varies  in  density,  but  is  usually  loose.  Some 
of  the  cells  may  have  a  hyaline  appearance;  they  may  be 
vacuolated,  or  the  nuclei  may  be  fragmented  or  irregular. 
The  nuclei  are  single  or  double.  In  some  parts  these  cells 
appear  to  be  extending  into  the  surrounding  connective 
tissue. 

Hyaline  fibrinous  degeneration  to  a  slight  extent  is  found 
in  the  connective  tissue  of  the  thick  portion  of  the  gestation 
sac  near  the  intervillous  space,  though  in  places  it  is  difficult 
to  distinguish  this  from  layers  of  fibrin  formed  from  extrava- 
sated  blood. 

Small  pieces  of  fetal  syncytium  are  found  in  the  thickest 
part  of  the  sac  wall.  In  most  instances  they  appear  to  lie  in 
spaces.  There  is  very  little  indication  of  direct  invasion  of 
the  wall  from  the  surface  to  which  the  ovum  is  attached. 
The  syncytium  and  \-illi  are  found  on  the  latter  only  at 
considerable  intervals,  a  layer  of  thick  fibrin  formed  from 
extravasated  blood  occuppng  the  great  extent  of  this  area. 

The  amnion  is  fairly  well  preserved,  its  epithehal  cells 
being  mostly  cuboidal,  the  height  varj-ing  at  different  parts. 
In  many  parts  no  distinction  between  cells  can  be  made  out. 
In  parts  the  latter  are  flattened  parallel  to  the  surface,  and 
are  frequently  shrunken.  Its  connective  tissue  is  a  thin  layer 
which  for  the  most  part  is  closely  blended  with  the  chorion 
external  to  it.  The  delicate  loose  connections  so  common  in 
uterine  pregnancy  are  scarcely  found.  The  connective  tissue 
has  a  swollen  hyaline  appearance  in  many  parts. 

The  chorionic  epithelium  consists  of  syncytium  and  Lang- 
hans'  cells  arranged  in  two  or  more  layers.  Degenerative 
changes  are  present,  there  being  vacuolation  shrinkage  and 
vacuolation  of  nuclei,  invasion  by  leukocytes,  and  blending 
of  many  of  Langhans'  cells.     Buds  of  syncytium  and  villi 
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Ovarian  stroma,  near  ovum,  cotitaiiiing  large  blood  sinuses.      Large  cells 
lining  the  vessels  and  in  the  stroma  are  shown.     Magnified  87. 
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Layer  of  sNTicytium  on  inner  surface  of  gestation-sac  wall  (ovarian  stroma). 
Magnified  205. 
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Villus  attaolied  to  gestation-sac  wall.  Syiu'vtiuni  is  seen  on  the 
surface  of  the  latter.  Decidua-like  cells  are  seen  in  the  stroma. 
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Two  large  detached  cells  lyiiij;  in  ovarian  stroma.      >ragnifie(l  20.5. 
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Section  of  amnion  and  chorion.      Magnified  203. 
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are  attached  to  the  chorion,  and  resemble  those  structures 
as  they  appear  in  uterine  and  tubal  pregnancy. 

Between  the  chorionic  layer  and  the  gestation  sac  wall  of 
ovarian  tissue  there  is  a  large  mass  of  tissue  consisting  of 
blood  in  various  stages  of  alteration  and  chorionic  elements — 
e.g.,  villus  stems,  villi,  and  masses  of  syncytium  in  various 
stages  of  degeneration.  In  the  most  extreme  degree  of  the 
latter  change,  the  villi  and  syncytial  strands  have  a  hyaline 
appearance,  no  nuclei  or  cell  outlines  being  visible.  Here 
and  there  sections  of  syncytium  and  villi  are  found  with  very 
little  trace  of  degeneration.  In  the  majority  of  villi  retro- 
gressive changes  are  found,  e.  g.,  cellular  irregularity,  vacuola- 
tion,  shrinkage,  disappearance  of  nuclei,  hyaline  changes,  etc. 

Remark.s.  The  topographical  relationships  of  the  gesta- 
tion sac  in  this  specimen  are  beyond  dispute.  The  ovum 
is  situated  entirely  within  the  substance  of  the  ovary.  It  is 
interesting  to  compare  the  conditions  described  with  those 
found  in  other  specimens.  The  most  careful  accounts 
hitherto  published  are  those  by  \'an  Tussenbroek,  of  Amster- 
dam, and  Thompson,  of  Portland,  Maine.  From  the  extent 
of  corpus  luteum  in  relation  to  the  outer  part  of  the  ovum 
in  their  specimens,  these  observers  believe  that  the  gestation 
must  have  begun  in  the  ripe  Graafian  follicle.  In  my  speci- 
men no  such  relationship  of  corpus  luteum  is  found,  and  if 
the  fertilized  ovum  developed  in  a  Graafian  follicle  it  was 
one  in  which  there  was  no  formation  of  corpus  luteum. 
Those  who  describe  follicular  development  of  ovarian  preg- 
nancy usually  assume  that  the  ovum  is  fertilized  in  situ  in 
the  follicle.  While  this  is  possible  it  has  not  been  proven, 
even  though  Stratz  has  demonstrated  the  entrance  of  sper- 
matozoa into  a  ruptured  follicle  in  the  ovary  of  Sorex.  The 
absence  of  a  corpus  luteum  in  the  wall  of  the  gestation  sac  in 
my  specimen  certainly  seems  to  prove  that  the  ovum  has 
developed  elsewhere  than  in  a  ripe  follicle. 

Until  we  possess  specimens  representing  earlier  stages  of 
pregnancy  we  shall  be  ignorant  of  the  original  relationships 
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of  the  ovum.  In  some  of  those  described  as  primarily  follic- 
ular it  may  be  that  embedding  of  the  ovum  occurred  external 
to  a  follicle,  and  that  afterward  extension  into  the  latter  took 
place. 

From  what  we  know  of  the  marked  phagocytic  properties 
of  the  early  epiblastic  covering  of  the  ovum,  whereby  rapid 
embedding  within  the  uterine  mucosa  is  brought  about,  it 
is  not  at  all  impossible  that  a  similar  process  may  sometimes 
occur  on  a  flattened  area  or  in  a  depression  on  the  surface  of 
the  ovary.  It  has  certainly  been  demonstrated  in  connection 
with  the  ovarian  fimbria. 

The  method  of  the  early  embedding  of  the  ovum  in  ovarian 
pregnancy  is  certainly  the  feature  of  greatest  scientific  interest 
in  connection  with  the  whole  subject.  For  a  number  of  years 
I  was  one  of  a  large  number  who  were  skeptical  as  to  the 
existence  of  primary  ovarian  gestation,  considering  that 
specimens  previously  so  described  were  either  teratomata  or 
pregnancies  in  the  tube  or  its  derivatives  which  had  entered 
into  intimate  relationships  with  the  ovary.  Owing  to  the 
demonstrations  of  Van  Tussenbroek,  Thompson,  and  a  few 
others,  all  skepticism  as  to  the  occurrence  of  primary  ovarian 
pregnancy  must  be  put  aside.  For  some  years  I  have  held 
that,  on  phylogenetic  grounds,  there  is  a  strong  reason  in 
favor  of  believing  that  the  fertilized  ovum  in  the  human  female 
can  only  begin  its  development  in  tissue  derived  from  the 
Mullerian  tract.  At  the  present  time  there  are  doubtless 
many  who  think  that  the  recent  demonstrations  of  ovarian 
gestation  necessitate  a  modification  of  this  view.  Such  a 
conclusion  must  be  considered  as  hasty  and  ill-considered. 

We  know  that  a  fertilized  ovum  may  be  embedded  on  a 
very  small  portion  of  a  fimbria  or  on  a  detached  portion  of 
the  Fallopian  tube  attached  to  the  broad  ligament.  If  it  can 
be  estabhshed  that  iMiillerian  tissue  may  occasionally  be 
found  in  the  ovary  it  is  reasonable  to  suppose  that  embedding 
of  an  ovum  may  take  place  in  this  tissue.  The  occasional 
blending  of  iNliillerian  and  ovarian  tissue  has  been  abun- 
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t  'lianges  in  the  ovary  during  uterine  pregnancy.     Area  containing  decidua-like  cells 
at  surface  of  ovary.     From  case  of  Porro-Cesarean  section.      Magnified  205. 
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dantly  proven,  both  by  macroscopic  and  microscopic  demon- 
stration. Taiie,  for  instance,  the  relationships  of  the  ovarian 
fimbria.  In  some  cases  its  outer  end  may  not  reach  the  ovary; 
sometimes  it  may  just  touch  it;  sometimes  its  tip  may  be 
embedded  in  the  ovary;  sometimes  a  considerable  extent  of 
the  fimbria  may  lie  against  the  ovary  or  be  adherent  to  it; 
in  some  cases  there  may  be  a  break  in  its  continuity,  so  that 
a  small  outer  portion  may  lie  close  to  the  ovary  detached 
from  the  main  part.  Marchand  has  directed  attention  to 
the  early  close  relationship  between  the  tubal  epithelium 
and  that  covering  the  surface  of  the  ovary,  and  ha«  pointed 
out  that  they  are  one  and  the  same  surface.  He  believes 
that  in  some  cases  the  line  of  demarcation,  instead  of  being 
at  the  end  of  the  ovarian  fimbria,  might  reach  over  to  the 
lateral  portion  of  the  ovary,  and  that  from  its  processes 
might  extend  into  the  cortex  of  the  ovary.  The  observations 
of  De  Sinety  and  IMelassez,  in  1878,  seemed  to  establish  the 
correctness  of  such  a  view.  Other  studies,  especially  those 
of  Whitridge  Williams,  leave  no  doubt  as  to  the  occasional 
extension  of  ^Nliillerian  tissue  into  the  ovary. 

In  this  connection  I  wish  to  direct  attention  to  the  recent 
observations  of  Schmorl  and  others  to  the  occasional  occur- 
rence of  small  localized  areas  of  decidua-like  cells  in  the 
ovary  in  cases  of  uterine  pregnancy.  I  have  recently  exam- 
ined ten  specimens  in  my  museum,  and  have  found  these 
changes  in  four  ovaries.  In  each  instance  the  areas  were 
situated  in  the  cortex  at  or  near  the  surface,  sometimes  pro- 
jecting slightly  from  the  latter,  sometimes  extending  for  a 
considerable  distance  into  the  cortex.  The  cells  in  these 
areas  present  the  closest  resemblance  to  the  uterine  decidua 
in  normal  pregnancy,  the  cells  showing  similar  variations  in 
size  and  shape.  The  line  of  demarcation  from  the  surround- 
ing ovarian  stroma  is  always  well  marked,  giving  the  impres- 
sion that  the  two  tissues  are  distinct.  Usually,  these  areas 
contain  dilated  bloodvessels,  which  are  not  found  in  the 
neighboring  unchanged  ovarian  stroma.    I  have  never  found 
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such  areas  in  ovaries  removed  from  non-pregnant  women. 
They  are  not  peripheral  sections  of  the  theca  interna  of 
ripening  Graafian  follicles  or  of  the  corpus  luteum,  which 
is  a  derivative  of  the  latter.  The  cells  of  the  latter  may 
undoubtedly  closely  simulate  decidual  tissue,  both  in  their 
well-formed  and  in  their  degenerated  condition,  but  the 
special  peculiarities  which  distinguishes  them  and  their  rela- 
tionships to  the  follicle  usually  suffice  to  establish  their 
identity. 

These  cortical  localizations  of  decidua-like  cells  in  the 
ovary  of  pregnancy  certainly  suggest  some  special  charac- 
teristic which  makes  the  cells  capable  of  undergoing  the 
same  genetic  reaction  which  is  ordinarily  found  in  the  uterine 
and  tubal  mucous  membranes  when  pregnancy  develops  in 
relation  to  these  tissues. 

Tentatively,  I  advance  the  view  that  these  areas  represent 
detached  portions  of  Mullerian  tissue  which  have  become 
attached  to  the  surface  of  the  ovary.  Occasionally  I  have 
found  in  the  substance  of  such  an  area  a  gland-like  space 
lined  with  columnar  or  cubical  epithelium.  The  latter  may, 
of  course,  be  only  a  derivative  of  the  surface  germinal 
epithehum,  but  it  may  represent  included  Miillerian  epithe- 
lium. 

It  is  possible  that  the  special  genetic  action  in  these  areas 
may  sometimes  determine  the  embedding  and  growth  of  a 
fertilized  ovum  in  the  ovary,  and  if  the  opinion  that  these 
areas  are  Miillerian  in  origin  be  correct  it  is  not  unlikely 
that  all  cases  of  pregnancy  in  ovarian  tissue  may  still  serve 
to  support  the  dictum  which  has  been  expressed,  \'iz.,  that 
the  fertilized  ovum  in  the  human  female  begins  its  develop- 
ment in  Miillerian  tissue.  While  the  proof  of  this  is  impos- 
sible, a  priori  evidence  is  in  its  favor.  Those  who  attempt 
to  overthrow  the  hypothesis  certainly  undertake  a  heavy 
task  in  trying  to  establish  an  exception  to  the  uniformity 
of  performance  of  one  of  the  most  highly  specialized  func- 
tions in  the  human  body. 


Fig.  is. 
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Changes  in  the  ovary  during  uterine  pregnancy.  Area  containing 
decidua-like  cells  at  surface  of  o\ary.  The  specimen  was  removed  from 
a  woman  whose  uterus  was  removed  in  the  fourth  month  of  gestation  on 
accoiuit  of  fibroids.      Magnified  87. 
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Cliangcs  in  the  ovary  during  uterine  pregnancy.  Area  containing 
decidua-like  cells  at  surface  of  ovary.  The  .-^prciiuen  was  taken  from  a 
woman  who  died  of  eclampsia  in  adx  .nued  gislation 
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Changes  in  the  ovary  during  uterine  pregnancy.  Area  containing  decidua-like 
(■(■lis  at  surface  of  ovary.  The  specimen  was  removed  from  a  woman  in  v.'hom 
Porro-Cesarean  section  was  performed  on  account  of  pelvic  contraction. 
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Changes  in  the  OAary  during  uterine  pregnancy.  Areas  containing  decidua-like 
cells  at  surface  of  ovary.  The  specimen  was  taken  from  a  woman  in  whom 
abdominal  hysterectomy  was  performed  in  the  .seventh  month  of  gestation  on 
account  of  uterine  fibroids.      Magnified  87. 
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It  may  be  true  that  no  definite  decidual  layer  is  found  in 
relationship  to  the  villi  in  the  specimens  demonstrated  by 
Van  Tussenbroek,  Thompson,  and  myself.  Though  Van 
Tussenbroek  in  her  first  description  mentioned  a  decidual 
layer,  she  afterward  stated  that  this  was  an  error,  the  cells 
being  in  reality  lutein  cells  of  the  corpus  luteum.  Her  final 
account  is  doubtless  in  the  main  correct,  but  she  cannot  deny 
the  possibility  that  some  of  the  large  cells  were  decidual. 
However,  admitting  that  no  decidual  layer  is  found  in  speci- 
mens as  advanced  as  those  mentioned,  we  do  not  know  that 
they  were  not  present  in  a  much  earlier  period  when  the  ovum 
was  very  much  smaller.  One  of  the  small  decidual  areas 
above  described  would  very  soon  disappear  as  a  result  of  the 
outward  pressure  of  the  expanding  ovum,  as  well  as  of  its 
phagocytic  powers,  if  there  were  no  more  tissue  capable  of 
undergoing  the  change,  and  it  is  quite  evident  that  the  ovarian 
stroma  proper  does  not  tend  to  take  on  decidual  characters. 

Though  no  definite  layer  of  decidua  is  found  in  my  speci- 
men, I  have  Httle  doubt  that  the  scattered  groups  of  large 
cells  found  in  the  ovarian  stroma,  nearest  the  ovum,  are 
decidual  in  character. 

Even  in  tubal  pregnancy,  where  decidual  changes  are 
always  present  in  the  early  stages,  there  may  be  a  marked, 
disappearance  as  pregnancy  advances,  the  production  of 
cells  being  evidently  much  poorer  than  in  the  uterine  mucosa 
in  normal  pregnancy,  though  in  the  latter  there  is  consid- 
erable range  of  variations. 

For  several  years  I  have  held  the  belief  that  decidual  trans- 
formation is  peculiar  to  the  Miillerian  tract.  The  presence 
of  occasional  areas  of  decidua-like  cells  in  the  ovary  in  preg- 
nancy has  been  mentioned  as  an  exception.  From  what  I 
have  already  stated  it  remains  to  be  proved  that  these  areas 
are  not  Miillerian  in  origin.  Small  locahzed  decidual  nodes 
have  also  been  found  in  the  broad  ligaments.  I  believe  that 
these  are  also  derived  from  detached  portions  of  jNIiillerian 
tissue  which  are   quite  common,  especially  in   the   upper 
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portions  of  the  broad  ligaments.  Similar  areas  have  also 
been  found  under  the  peritoneum  of  the  pregnant  uterus, 
but  this  cannot  be  considered  as  at  all  remarkable,  however 
exceptional  it  may  be,  since  there  is  no  doubt  as  to  the  Miil- 
lerian  nature  of  the  uterus.  I  have  also  found  decidual 
transformation  occasionally  in  the  connective  tissue  between 
muscle  bundles  in  the  middle  of  the  wall. 

Similar  areas  have  also  been  described  under  the  perito- 
neum of  the  pouch  of  Douglas,  and  it  is  not  at  all  impossible 
that  these  may  be  detached  portions  of  Ixlullerian  tissue. 


DISCUSSION. 

Dr.  J.  Whitridge  Williams. — I  have  been  very  much 
interested  in  Dr.  Webster's  paper,  and  the  specimen  upon 
which  it  is  based.  To  my  mind  there  can  be  no  doubt  as  to  its 
ovarian  nature;  and  it  is  particularly  pleasing  to  have  so  ardent 
an  opponent  of  the  possibility  of  ovarian  pregnancy  as  Dr. 
Webster  follow  the  example  of  Bland  Sutton  and  come  forward 
to  acknowledge  his  error.  In  view  of  such  examples,  I  think 
that  the  theoretical  opposition  to  the  possibility  of  such  a  con- 
dition will  soon  disappear.  For  years  I  have  believed  that 
ovarian  pregnancy  occasionally  occurred,  but  at  the  same  time 
I  consider  it  the  rarest  form  of  extrauterine  pregnancy,  and  no 
matter  how  carefully  specimens  may  be  examined  in  the  future, 
it  will  always  remain  so. 

I  must  confess  that  I  am  quite  skeptical  as  to  the  possibility 
of  Miillerian  elements  embedded  in  the  ovary,  affording  the 
basis  for  an  ovarian  pregnancy;  and  while  there  is  no  doubt 
that  such  tissues  are  sometimes  found  in  the  ovary,  as  was  first 
demonstrated  by  me  and  later  confirmed  by  others,  I  think  we 
should  be  going  beyond  the  facts  to  attempt  to  explain  the 
origin  of  ovarian  pregnancy  in  such  a  way.  It  seems  to  me  that 
Dr.  Webster  clings  too  strongly  to  his  decidual  reaction  theory, 
and  is  going  to  unnecessary  lengths  to  assume  such  a  confirma- 
tion of  it. 

In  addition  to  the  locations  mentioned  by  Dr.  Webster,  de- 
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cidual  formation  likewise  occurs  upon  the  peritoneal  lining  of 
Douglas'  cul-de-sac,  not  only  upon  its  uterine  but  also  upon 
its  rectal  aspect.  I  would,  however,  require  a  considerable 
stretch  of  the  imagination  to  attribute  decidual  areas  in  the 
latter  location  to  Miillerian  elements.  I  have  seen  such  for- 
mations in  a  number  of  cases  in  which  the  peritoneal  covering 
of  Douglas'  cul-de-sac  was  studded  with  minute  nodulations, 
giving  it  an  appearance  similar  to  that  observed  in  miliary 
tuberculous  peritonitis.  On  making  sections  through  such  struc- 
tures, they  are  found  to  be  identical  with  the  decidual  areas 
found  upon  the  posterior  surface  of  the  uterus  and  broad  liga- 
ments and  ovaries. 

Indeed,  at  present,  the  entire  relationship  of  the  decidua  to 
extrauterine  pregnancy,  whether  tubal  or  ovarian  in  character, 
cannot  be  regarded  as  definitely  settled.  I  believe  that  decidual 
tissue  is  always  formed  in  such  cases,  though  rarely  as  a  con- 
tinuous membrane,  as  was  formerly  believed,  since  in  the  vast 
majority  of  cases  it  occurs  only  in  small  discrete  patches.  I 
therefore  cannot  accept  the  statements  of  certain  German 
authorities,  who  deny  its  existence  in  most  cases,  and  state  that 
the  cells  which  have  been  described  as  decidual  are  really  fetal 
in  character,  and  represent  Langhans'  cells.  No  doubt  this 
mistake  has  frequently  been  made,  but  careful  study  should 
enable  one  to  differentiate  between  the  two  varieties  of  tissue. 

Moreover,  I  consider  that  the  part  pla3'ed  by  the  decidua  has 
been  grossly  exaggerated,  as  I  do  not  believe  that  its  formation 
is  necessary  so  far  as  immediate  nidation  of  the  ovum  is  con- 
cerned. My  observation  and  study  have  led  me  to  consider 
that  its  chief  function  is  to  limit  the  invasion  of  the  maternal 
tissue  by  the  fetal  trophoblast  at  a  later  period,  thereby  deter- 
mining whether  the  pregnancy  will  go  on  naturally  or  end  in  a 
pathologic  manner.  Thus,  when  the  decidual  layer  is  fully 
developed,  as  in  the  uterus,  the  pregnancy  tends  to  go  on  to 
full  term;  whereas,  when  the  decidual  formation  is  scant}'  and 
discrete,  as  in  many  cases  of  tubal  pregnancy,  there  is  nothing  to 
prevent  the  chorionic  elements  from  burrowing  into  the  wall  of  the 
tube  and  causing  the  degeneration  of  its  muscular  elements,  with 
subsequent  opening  up  of  large  bloodvessels  and  rupture  into  the 
peritoneal  cavity  or  into  the  lumen  of  the  tube — tubal  abortion. 
Likewise,  in  uterine  pregnancy  we  sometimes  observe  the  con- 
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sequences  of  imperfect  development  of  the  decidua,  and  under 
such  circumstances  one  of  several  abnormal  conditions  may  de- 
velop. In  the  first  place,  we  have  a  direct  invasion  of  the 
uterine  muscle  by  the  chorionic  villi,  which  later  leads  to  diffi- 
culty in  the  separation  of  the  placenta,  and  necessitates  its 
manual  removal  during  the  third  stage  of  labor.  In  other  cases 
we  may  have  an  unusual  quantity  of  chorionic  villi  gaining 
access  to  the  maternal  circulation  and  possibly  giving  rise  to 
the  various  abnormahties  of  pregnancy,  as  pointed  out  by  Veit, 
AVeishardt,  and  others. 

To  recapitulate,  I  consider  that  the  formation  of  the  decidua 
is  not  so  necessary  in  order  to  afford  a  bed  for  the  nidation  of 
the  ovum,  as  to  offer  a  barrier  against  the  invasion  of  the  ma- 
ternal organism  by  fetal  cells.  It  would  seem  probable  if 
the  decidua  were  not  well  developed  during  pregnancy  that 
chorioepitheliomata  would  occur  as  frequently  during  the 
course  of  normal  pregnancy  as  we  now  observe  them  following 
hydatiform  mole. 

Dr.  John  F.  Thompson. — I  am  very  glad,  indeed,  to  have 
been  present  to  hear  a  report  of  this  very  interesting  case,  as 
well  as  to  hear  an  acknowledgment  from  Dr.  Webster  that 
ovarian  pregnancy  may  occur.  Until  recently  the  center  of  oppo- 
sition to  belief  in  the  existence  of  ovarian  pregnancy  had  been  in 
Chicago,  and  was  colored  by  the  views  advanced  by  Dr.  Webster 
in  his  book.  Dudley,  in  his  book,  speaks  of  the  utter  absurdity 
or  impossibility  of  occurrence  of  ovarian  pregnancy.  In  my 
own  case  the  specimen  was  examined  by  half  a  dozen  of 
the  best  men  in  the  country.  If  I  had  not  had  the  support  of 
these  different  men  I  might  have  felt  I  had  perhaps  made  a 
mistake  in  reporting  it  as  a  case  of  ovarian  pregnancy.  The 
specimen  I  had  was  conclusive  to  the  eye,  and,  at  the  same  time, 
there  was  no  question  about  the  occasional  occurrence  of  ovarian 
pregnancy. 

In  reporting  my  case  I  called  attention  to  the  nature  of  the 
structures  in  which  ovarian  pregnancy  occurred,  and  also  to  the 
frequency  with  which  rupture  may  occur  in  the  early  days.  I 
see  no  reason  to  believe  otherwise  than  that  ovarian  pregnancy 
occurs  more  frequently  than  we  have  heretofore  supposed. 
From  the  nature  of  the  condition  of  the  structures,  if  preg- 
nancy occurs  in  a  Graafian  follicle  we  get  early  rupture. 
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There  is  no  appearance  of  decidual  cells  in  the  section,  but 
each  section  has  the  characteristic  signs  of  old  layers  of  corpus 
luteum. 

As  to  the  occurrence  of  amnion,  in  my  specimen  none  was 
observed.  Dr.  Van  Tussenbroek  told  me  about  hers,  that  frag- 
ments of  the  amnion  were  preserved.  In  the  process  of  cutting 
very  likely  the  amnion  was  obliterated  in  my  case.  I  am  very 
glad  to  have  heard  the  most  excellent  paper  of  Dr.  Webster. 

Dr.  Edward  P.  Davis. — I  had  the  opportunity  of  witnessing 
the  first  presentation  of  Dr.  Tussenbroek's  specimen  at  the 
Congress  held  in  Amsterdam. 

About  a  year  ago  I  removed  an  ovarian  pregnancy,  the  his- 
tology of  which  has  not  been  completely  worked  up,  although 
a  diagnosis  was  made  very  early  of  the  nature  of  the  tumor, 
with  the  indications  that  pregnancy  did  not  originate  in  a 
Graafian  follicle.  The  clinical  history  of  the  case  was  one  of 
ectopic  pregnancy.  The  abdomen  was  opened  for  supposed 
tubal  gestation;  the  tube  was  found  free  and  the  ovary  in  a  con- 
dition of  pregnancy,  the  ovum  having  perished  from  hemor- 
rhage. 

I  agree  with  Dr.  Williams,  that  decidua  is  not  inevitably 
present.  Recent  strides  in  immunity  have  shown  that  decidua 
is  simply  a  protection  for  the  mother  against  the  increasing 
invasion  of  fetal  cells. 

Dr.  Lapthorx  S.mith. — From  what  has  been  said,  unques- 
tionably ovarian  pregnancy  is  more  conmion  than  we  have 
heretofore  supposed  it  to  be.  Four  or  five  times  I  have  diag- 
nosed ectopic  pregnancy  by  the  clinical  symptoms,  have  oper- 
ated, and  have  found  hematoma  of  the  ovary.  I  have  said  to 
my  students,  "Gentlemen,  I  am  sorry  that  my  diagnosis  must  be 
wrong,  because  authorities  say  that  there  is  no  such  thing  as 
ovarian  pregnancy."  But  I  am  glad  to  know  now  that  there 
is  such  a  thing,  and  if  those  of  us  who  meet  with  such  cases 
would  send  these  ovaries  to  men  like  Dr.  Webster,  who  can 
make  examinations  of  them,  it  is  my  conviction  that  quite  a 
number  of  them  will  be  found  to  have  chorionic  villi  or  e^^- 
dences  of  ovarian  pregnancy. 

Dr.  WEBSTER.^-Some  very  interesting  points  have  been 
raised.  I  felt  that  would  be  the  case,  as  naturally  there  must 
be  room  for  a  great  deal  of  speculation  when  we  are  consider- 
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ing  the  early  implantation  of  the  ovum.  Dr.  Williams  has  stated 
that  the  majority  were  not  inclined  to  regard  these  areas  of 
decidual  cells  as  Miillerian.  If  they  belong  to  the  ovarian 
stroma  proper,  it  seems  remarkable  that  they  are  so  definitely 
localized,  presenting  no  evidence  of  gradual  transformation 
from  the  latter. 

The  suggestion  of  a  Miillerian  origin  has  come  to  me  simply 
because  of  the  occasional  occurrence  of  these  changes,  and 
because  of  their  strict  localization.  At  first  sight,  it  might 
appear  to  be  inconsistent  with  the  Miillerian  hypothesis  that 
decidual  areas  should  be  found  under  the  peritoneum  of  the 
uterosacral  pouch;  but  when  it  is  remembered  that  Miillerian 
tissue  may  be  found  in  the  broad  ligament  detached  from  the 
tube,  it  is  not  remarkable  that  fragments  may  be  displaced 
and  detached  from  the  Miillerian  tract  at  the  level  of  the 
pouch  of  Douglas. 

I  am  glad  Dr.  Thompson  spoke  about  the  amnion  in  his 
specimen.  By  making  serial  sections  over  a  wide  area,  he  may 
be  able  to  discover  traces  of  it. 

With  reference  to  the  point  raised  by  Dr.  Clark,  I  would 
refer  him  to  Dr.  Williams'  monograph  on  the  origin  of  papillo- 
matous cysts  of  the  ovary,  in  which  full  consideration  is  given 
to  the  displacement  of  Mullerian  tissue  in  the  ovary. 


URETEROLITHOTOMY. 


By  J.  Wesley  Bovee,  M.D., 
Washington,  D.  C. 


History.  The  history  of  this  operation  is  not  devoid  of 
interest.  In  1856  Gigon  recommended  opening  the  ureter 
through  the  loin  to  remove  ureteral  calculi.  In  1870  Bryant, 
at  Guy's  Hospital,  incised  and  explored  the  renal  pelvis 
through  a  loin  incision.  In  1882  Bardenheuer  incised  and 
explored  the  ureteral  pelvis  forcalcuH,  and  sutured  the  wound 
made  in  it.  In  1884  Henry  ^lorris  proposed  rapid  dilatation 
of  the  female  urethra,  and  urethrotomy  just  in  front  of  the 
prostate  in  the  male,  and  then  proceeding  transvesically  to 
remove  calculi  from  the  very  lovs-est  portion  of  the  ureter. 
At  the  same  time  Emmet  did  vaginal  ureterotomy,  removing 
calculi  \\ath  the  curet.  In  1885  CuUingworth  planned  and 
performed  ureterolithotomy  through  a  lumbar  incision.  In 
1887  Ceci  removed  a  calculus  from  the  lower  portion  of  the 
ureter  by  the  rectal  route.  Desault,  in  1887,  used  and 
recommended  his  kiotome  for  incising  the  ureterovesical 
junction  in  order  to  facihtate  transvesical  extraction  of  cal- 
culi from  the  lower  portion  of  the  duct,  and  in  1888  Rich- 
mond, of  Missouri,  succeeded  in  remo^^ng  a  stone  lodged 
near  the  exit  of  a  ureter  by  means  of  rapid  urethral  dilatation 
and  the  introduction  into  the  bladder  of  a  finger  and  tenacu- 
lum. In  1886  Israel  reported  remo\ang  calculi  from  the 
upper  part  of  the  duct.  Bergman,  Kirkham,  R.  B.  Hall, 
Twynam,  and  others  did  this  operation  previous  to  1890. 

Gyn  Soc  6 


82  URETEROLITHOTOMY 

Size  and  Number  of  Calculi.  The  sizes  of  ureteral 
calculi  vary  from  the  merest  particle  to  dimensions  of  several 
inches.  According  to  Henry  Morris,  Le  Dran  quotes  a  case 
in  which  there  were  several  calculi,  weighing  together  three 
ounces,  impacted  in  the  middle  part  of  a  ureter.  In  one  of 
my  cases  the  calculus  weighed  1310  grains,  and  had  diame- 
ters of  two  and  three-quarters,  one  and  three-quarters,  and 
one  and  one-half  inches.  This  is  larger  than  any  I  have 
found  recorded.  Sometimes  several  are  present,  Morris 
having  removed  nine  from  the  lower  part  of  one  ureter.  In 
some  autopsies  both  ureters  have  been  found  filled  by  a  large 
number  of  impacted  calculi.  To  find  two  or  three  at  differ- 
ent points  along  the  duct  is  far  from  uncommon. 

Routes.  The  routes  for  reaching  and  extracting  ureteral 
calculi  are  the  transperitoneal  and  the  extraperitoneal.  The 
latter  may  be  subdivided  into  loin,  inguinal,  vaginal,  rectal, 
sacral,  perineal,  and  transvesical.  The  transperitoneal 
route  should  never  be  the  one  of  election,  as  the  danger  of 
peritoneal  infection  from  the  urine  is  too  great.  Infected 
urine  is  a  condition  so  constant  in  ureteral  calculus  that  it  is 
practically  never  absent,  and  should  almost  never  be  allowed 
to  come  in  contact  with  the  peritoneum.  It  may  occur,  how- 
ever, that  a  calculus  in  the  duct  may  first  be  discovered  or 
diagnosed  when  the  abdominal  cavity  is  opened  for  some 
other  condition.  In  such  event  one  may,  in  the  absence  of 
symptoms  indicative  of  urinary  infection  and  under  favorable 
conditions,  remove  the  calculus  transperitoneally.  This  is 
particularly  true  regarding  the  portion  of  the  ureter  under 
the  pelvic  peritoneum  in  women. 

Of  the  extraperitoneal  routes  the  selection  will  depend 
largely  upon  the  location  of  the  calculus  or  calculi,  though 
the  operation  of  Ceci,  of  removing  it  through  the  rectum, 
could  only  be  considered  justifiable  when  the  stone  has  prac- 
tically sloughed  through  into  the  rectum.  Surely  the  danger 
of  ascending  renal  infection  is  very  marked.  When  the  cal- 
culus lies  in  the  intravesical  position  of  the  ureter  of  a  woman 
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it  may  be  usually  removed  by  dilating  the  urethra  and  then 
the  ureteral  opening  and  extraction  through  both.  Morris 
removed  a  calculus  from  the  lower  part  of  the  duct  through 
an  incision  along  the  border  of  the  sacrum.  In  women  the 
lower  three  inches  of  the  duct  may  be  fairly  well  reached 
through  the  vagina.  Especially  is  this  route  available  for 
those  cases  in  which  the  stone  lies  in  the  broad  ligament 
portion.  Through  a  lateral  incision  the  perineal  route  has 
its  advantages  in  the  male,  but  not  in  the  female.  This  leaves 
for  consideration  the  routes  that  lie  above  the  bony  pelvis. 
Of  these  two  neither  has  any  advantage  over  the  other,  as 
the  indications  for  each  differ  from  those  for  the  other.  In 
sixty-four  cases  of  ureteral  calculi  operated  on  by  the  extra- 
peritoneal route  the  calculus  was  located  twenty-two  times 
in  the  ampulla  and  adjoining  inch;  seventeen  in  the  duct  at 
the  iliac  crossing;  fifteen  in  the  lowest  inch;  four  at  the 
entrance  to  the  broad  ligament;  one  both  near  the  ampulla 
and  at  the  iliac  crossing,  and  in  two  the  ureter  was  filled  with 
calcuh.  This  would  seem  to  demonstrate  the  loin  route  to 
be  the  most  frequently  employed.  If  the  loin  incision  be 
prolonged  downward  but  a  Uttle  access  to  the  portion  just 
above  the  iUac  crossing  will  be  afforded,  and  thus  61  per 
cent,  of  the  cases  of  ureteral  calculi  may  be  treated  by  this 
route.  I  was  not  able  to  ascertain  the  sex  in  these  collected 
cases,  and  cannot  state  how  many  of  the  eighteen  in  the  lowest 
inch  were  in  women,  but  in  that  sex  the  vaginal  route,  as  a 
rule,  is  the  best,  though  the  transvesical  should  not  be  ignored. 
In  the  male  the  inguinal  is  the  best.  Wien  the  calculus  is  at 
the  entrance  into  the  broad  ligament  the  inguinal  is  perhaps 
preferable  to  the  vaginal  route. 

In  a  class  of  cases  characterized  by  the  stone  having  been 
lodged  in  the  intravesical  portion  of  the  duct,  and  later 
sloughed  into  a  pocket  in  the  bladder  wall  which  it  has  made 
for  itself,  the  vaginal  and  inguinal  routes  are  the  only  safe 
ones,  though  in  so  stating  I  am  not  unmindful  of  the  number 
of  cases  in  which  suprapubic  cystotomy  has  been  done. 


84  URETEROLITHOTOMY 

Removing  the  Calculus  from  the  Ureter.  For 
removing  the  calculus  from  the  ureter  the  different  proce- 
dures have  been  (1)  pushing  the  stone  in  a  reverse  direction 
to  its  passage  and  extracting  it  through  the  wall  of  the  duct 
at  a  more  favorable  point,  or  through  the  kidney  structure; 
(2)  dilatation  of  the  portion  of  the  duct  below  the  calculus 
and  removing  the  stone  through  the  bladder;  (3)  longitudinal 
ureterotomy  at  the  point  of  lodgement  of  the  calculus,  and  (4) 
intraureteral  injections  of  sterilized  vaseline,  as  recommended 
and  employed  by  Schmidt,  of  Chicago.  The  first  method 
has  special  advantages  and  is  apphcable  to  the  whole  length 
of  the  duct  save  the  lowest  inch.  In  many  cases  the  kidney 
must  be  explored  as  well,  and  if  the  stone  can  be  forced  back 
through  the  kidney  incision  it  is  preferable  to  ureterotomy. 
Even  if  the  kidney  is  not  incised  extraction  after  pyelotomy 
is  better  than  by  ureterotomy  farther  down,  as  there  is  less 
apt  to  be  interference  with  healing  of  the  incised  wound  from 
necrosis  or  bruising,  and  less  danger  of  angulation  or  lessen- 
ing of  its  cahber.  When  a  stone,  especially  of  the  midberry 
type,  has  been  lodged  at  one  point  a  considerable  time  it  is 
apt  to  corrode  the  ureteral  wall  to  a  marked  extent.  Such 
corrosion  interferes  with  good  and  prompt  union  if  ureter- 
otomy is  done  at  that  point.  Therefore,  the  duct  should  be 
opened  at  some  point  above  the  lodgement  and  at  the  same 
time  conveniently  reached  through  the  operation  wound. 
Here  healthy  tissue  may  be  traversed  that  will  be  rapidly 
repaired,  and  with  much  lessened  danger  of  ureteral  constric- 
tion. Wlien  the  calculus  is  lodged  in  the  intravesical  portion, 
no  doubt  transvesical  extraction  is  best.  This  may  be  done 
by  dilatation  of  the  ureteral  orifice  and  the  portion  of  the 
duct  separating  the  stone  from  the  bladder  cavity.  Should 
stricture  within  this  portion  be  present  it  may  be  divided  at 
the  same  seance.  Young,  of  Baltimore,  has  found  these  in  a 
few  cases,  and  probably  that  was  the  condition  noted  by  De- 
sault  in  1887  which  gave  birth  to  his  kiotome.  The  ureteral 
dilatation  and  lithotomy  mentioned  may  be  done  in  most 
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cases  by  the  use  of  the  cystoscope.  But  in  some  cases,  and 
especially  when  the  calculus  is  large,  suprapubic  or  vaginal 
cystotomy  will  be  required.  \Mien  the  calculus  is  lodged  in 
the  broad  hgament,  or  in  the  male  in  the  juxtavesical  portion, 
great  difficulty  may  be  encountered  in  attempting  to  move 
the  stone  backward  along  the  duct,  and  dilatation  of  the 
untravelled  portion  rendered  hazardous.  Again,  the  size  of 
the  calculus  may  at  once  preclude  all  possibihty  of  such  work. 
In  a  recent  case  I  found  a  calculus  weighing  1310  grains  and 
having  transverse  measurements  the  extremes  of  which  at 
the  largest  point  were  one  and  three-quarters  and  one  and 
one-half  inches.  In  such  instances  nothing  remains  to  be 
done  but  ureterotomy  on  to  the  stone  in  siiu.  The  method 
of  Schmidt  is  probably  valuable  in  small  calculi.  Kollischer 
and  himself  have  reported  cases  successfully  treated  with 
it,  and  they  are  enthusiastic  in  their  recommendation  of  it. 
I  have  had  no  experience  with  it,  but  its  innocence  compared 
to  the  traumatism  of  other  surgical  interventions  prompts 
me  to  decide  to  adopt  it  in  cases  in  which  the  calculus  is  small 
except  those  in  wliich  it  is  lodged  in  the  very  lowest  portion 
of  the  duct. 

Searching  for  Other  Calculi,  ^^^len  the  stone  has 
been  removed  search  for  other  calculi  should  be  made 
throughout  the  whole  length  of  the  duct,  and  if  the  loin 
incision  be  the  one  employed  it  is  ad\nsable  to  satisfy  one's 
self  that  none  are  within  the  kidney.  A  sound  may  be  gently 
passed  upward  into  the  calices  to  assist  in  palpation,  though 
it  may  not  furnish  conclusive  proof  of  the  absence  of  renal 
calculi.  Should  ureteral  constrictions  exist  they  may  be 
discovered  by  this  systematic  exploration  of  the  duct.  The 
possible  existence  of  a  second  ureter  similarly  affected  should 
not  be  forgotten,  nor  should  unnecessary  traumatism  be 
produced. 

Treatment  of  the  Ureteral  Opening.  If  the  ureter- 
otomy wound  be  through  practically  normal  tissue,  and  the 
ureter  below  it  free  from  obstruction,  sutures  mav  be  em- 
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ployed  to  close  the  duct.  They  should  be  interrupted,  placed 
in  two  tiers,  and  pass  through  all  the  wall  except  the  mucosa. 
Absorbable  material  for  this  purpose  is  certainly  of  special 
advantage.  Even  infected  urine  should  not  modify  this  plan, 
nor  should  drainage  influence  it.  If  the  tissue  through  which 
the  incision  is  made  be  necrotic  the  open  wound  if  small 
would  probably  be  preferable.  If,  however,  a  large  calculus 
be  removed  the  wound  must  necessarily  be  long,  and  sutures 
must  be  employed,  though  leakage  seems  probable,  as  the 
tendency  to  longitudinal  constriction  is  great  with  the  long, 
open  ureteral  wound.  Obstruction  of  the  ureter  below  the 
wound  would  lessen  the  advisability  of  suturing,  though 
not  to  its  exclusion  in  all  cases.  If  the  function  of  the  kidney 
has  been  destroyed  by  long  standing  complete  ureteral 
obstruction  sutures  should  not  be  used. 

Drainage.  All  ureteroHthotomy  wounds  should  be 
drained.  This  is  because  the  urine  is  practically  never  nor- 
mal, therefore  rendering  wound  infection  probable.  The 
possibihty  of  urinary  leakage  subsequent  to  operation  affords 
another  positive  indication  for  drainage. 
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Dk.  B.  Bernard  Browne. — This  subject  calls  to  my  mind 
a  case  that  came  under  my  observation  in  1874.  The  patient 
was  a  woman  who  had  hemorrhages  of  the  bladder,  and  at  the 
time  was  passing  bloody  urine.  She  was  free  from  pain  during 
the  intervals.  The  pain  was  intense.  I  dilated  the  ureter, 
found  a  large  quantity  of  hydatidiform  growths,  and  removed 
them  from  the  ureter.  This  case  was  reported  in  the  Transac- 
tions of  the  Medical  and  Surgical  Faculty  of  Maryland  for 
1880.  After  the  removal  of  these  growths  the  hemorrhage 
continued  off  and  on  for  about  ten  days,  and  then  ceased,  when 
the  ureter  on  that  side  became  blocked  up;  no  urine  passed 
through  it,  but  clear  urine  passed  through  the  other  ureter. 
When  the  ureter  became    blocked  up  and  the  urine  perfectly 
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clear,  great  pain  was  experienced;  but  when  the  urine  was 
bloody,  the  pam  subsided.  This,  I  believe,  was  one  of  the 
earliest  cases  of  dilatation  of  the  ureter  for  the  removal  of  a 
foreign  substance  or  growth  from  it. 

Dr.  Charles  P.  Noble. — My  experience  with  uretero- 
lithotomy is  limited  to  two  cases,  one  of  which  came  under 
my  observation  a  long  time  ago,  before  modern  methods  of 
diagnosis  were  in  vogue,  and  the  other  a  recent  one,  which 
was  very  instructive. 

The  first  case  was  treated  as  one  of  cystitis  by  a  former  mem- 
ber of  this  Society,  now  dead,  by  the  method  of  draining  the 
bladder.  She  had  a  cystotomy  wound  open  for  over  a  year, 
which  was  then  closed,  with  no  relief  of  the  sj-mptoms.  One 
could  easily  palpate  what  was  apparently  a  small  tumor  near 
the  ureteral  orifice.  I  supposed,  when  I  did  the  operation,  I 
was  going  to  operate  on  a  bladder  tumor.  Opening  the  blad- 
der from  above  and  feeling  this  tumor,  I  was  suspicious  that  it 
was  a  stone,  and  in  passing  a  tenaculum  this  became  evident. 
The  operation  was  simple.  A  stone  was  found  situated  just 
in  the  orifice  of  the  ureter.  I  slit  open  the  ureter,  removed  the 
stone,  and  the  patient  made  a  good  recovery. 

The  second  case  was  that  of  a  man  who  had  the  ordinary 
symptoms  of  renal  colic,  and  a  diagnosis  of  renal  stone  had 
been  made,  in  which  I  concurred.  The  patient  had  not  only 
renal  colic,  but  there  was  also  persistently  a  small  amount  of 
blood  in  the  urine.  In  this  case  an  .r-ray  examination  was 
made,  and  the  skiagraph  showed  that  the  stone  was  located  in 
the  ureter  about  an  inch  below  the  brim  of  the  pehis.  This 
was  a  beautiful  illustration  of  the  value  of  the  .r-ray.  It  saved 
a  useless  loin  incision  and  a  troublesome  hunt  for  the  stone. 
The  operation  was  done  by  the  extraperitoneal  method.  In 
this  connection  I  desire  to  speak  of  one  point  raised  in  Dr. 
Bov^e's  paper,  and  that  is  the  question  of  pushing  a  stone 
from  its  location,  especially  if  it  is  a  mulberry  stone,  before 
incising  the  ureter.  While  it  is  desirable  to  do  this  the  fact  is 
that  the  mulberry  stone  in  my  case  made  it  impossible  to  do  it 
because  it  was  embedded  and  could  not  be  moved.  There  was 
nothing  to  do  but  to  incise  the  ureter  and  take  it  out  where  it 
was.  The  wound  in  the  ureter  was  sutured  after  the  removal 
of  the  stone,  and  the  patient  made  an  uninterrupted  recovery. 
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In  this  case  I  drained  the  wound,  and  I  think  it  is  a  good 
thing  to  do.  If  I  should  operate  again,  instead  of  draining 
through  the  primary  incision  I  should  make  a  stab  wound  and 
drain  through  it,  so  as  not  to  run  the  chance  of  a  hernia.  One 
needs  to  drain  in  such  cases,  and  I  believe  a  stab  wound  is 
the  better  method. 

Now,  I  would  like  to  speak  of  another  point,  and  that  is,  how 
unreliable  the  a--ray  may  be,  because  I  operated  on  another 
case  in  which  no  stone  or  stones  were  found,  although  re- 
ported by  the  a;-ray.  We  should  not  depend  upon  an  a;-ray 
diagnosis  in  these  cases,  but  we  should  utilize  other  methods 
of  diagnosis.  Personally,  I  would  not  operate  on  a  case  of 
ureteral  calculus  upon  an  a;-ray  diagnosis  alone  if  the  clinical 
diagnosis  did  not  support  it  or  the  ureteral  catheterization  did 
not  support  it.  Because  this  error  occurred  in  my  own  hands, 
I  know  it  must  have  occurred  in  the  hands  of  others. 

Dr.  Willis  E.  Ford. — As  showing  the  amount  of  damage 
which  may  be  done  to  the  ureter  without  very  serious  symp- 
toms, I  wish  to  say  that  some  sLs  or  seven  years  ago  I  operated 
upon  a  patient  for  a  stone  situated  at  the  mouth  of  the  ureter. 
I  operated  through  the  vagina.  The  patient  was  a  young 
woman,  a  school-teacher.  She  had  only  been  laid  up  three  or 
four  weeks,  but  when  I  saw  her  she  was  septic.  I  removed 
the  stone,  but  she  died  a  few  weeks  later.  I  made  an  autopsy 
and  dissected  out  the  kidney.  I  found  the  ureter  dilated  to 
such  an  extent  that  one  could  put  a  walking-stick  through 
its  entire  length,  with  a  sacculated  peh-is  of  the  kidney.  There 
was  no  stone.  The  condition  was  simply  one  of  septic  kidney. 
This  case  illustrates  the  amount  of  damage  that  may  some- 
times be  done  to  a  ureter  before  operation  is  undertaken. 

Dr.  Beverly  MacMonagle.— ^ince  the  use  of  the  a;-ray  is 
quite  common  I  have  had  three  cases  of  stone  in  the  ureter  that 
have  come  under  my  observation,  and  in  all  three  the  most 
expert  user  of  the  a;-ray  failed  to  get  any  shadow  of  a  stone.  A 
diagnosis  of  stone  was  made  in  one  case  by  the  scar  on  the  wax- 
tipped  bougie  passed  into  the  ureter,  and  the  stones  said  to  be 
located  in  the  kidney.  The  kidney  was  opened,  and  a  stone 
was  not  found.  On  passing  a  sound  from  the  pelvis  of  the  kid- 
ney through  the  ureter  from  above  I  could  get  the  click  of  a 
stone  in  the  ureter.     I  then  opened  through  the  vagina,  and  with 
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an  alligator  forceps  removed  a  small  stone  from  the  ureter. 
Considering  the  extent  of  the  bougie  I  had  in  the  ureter,  I  rea- 
soned that  I  had  the  end  of  the  bougie  in  the  pelvis  of  the  kidney; 
but  I  was  mistaken  in  that,  and  the  pelvis  of  the  kidney  was 
comparatively  healthy. 

In  the  other  two  cases  I  did  not  make  a  diagnosis  of  stone  at 
all,  and  after  using  ureteral  catheters  to  make  a  diagnosis,  as 
well  as  the  .r-ray,  I  thought  there  were  no  stones  there,  yet 
five  or  si.x  days  after  the  use  of  the  catheters  small  stones  were 
passed  in  both  cases. 

Dr.  Robert  L.  Dickinson. — Concerning  the  route  which 
Dr.  Bovee  has  spoken  of  as  affording  ready  access  well  down 
the  ureter  by  an  extensive  incision,  I  report  that  in  a  very  fat 
woman,  with  a  stone  situated  at  a  point  just  where  the  ureter 
goes  over  the  innominate  line,  with  a  low  incision  ready  access 
was  had.  I  was  enabled  to  palpate  the  ureter  an  inch  and  a 
half  below  that  point  in  order  to  determine  what  thickening 
and  inflammatory  trouble  had  occurred  about  it.  The  stone, 
elongated  in  shape,  was  pushed  up  without  great  difBculty 
and  removed.  I  do  not  believe  an  extensive  incision  is  neces- 
sary or  desirable  in  order  to  afford  ready  access  for  the  removal 
of  stone,  on  account  of  the  danger  of  hernia  subsequently. 
The  method  and  route  I  mention  seems  to  be  free  from  such 
danger. 

Dr.  George  M.  Edebohls. — The  paper  of  Dr.  Bovee,  I 
understand,  dealt  with  the  best  methods  of  approach  in  cases 
of  stone  in  the  ureter.  AVhether  the  question  of  diagnosis  by  the 
.T-ray  was  included  or  not,  I  do  not  know. 

The  President. — It  was. 

Dr.  Edebohls. — I  wish  to  emphasize  by  several  instructive 
cases  the  fallacy  of  depending  upon  the  a--ray  for  a  diagnosis 
of  either  renal  or  ureteral  calculi.  I  have  operated  on  the  kid- 
neys of  two  patients  in  whom  beautiful  skiagraphs  showed 
clearly  the  presence  of  a  renal  calculus  of  large  size,  and  in 
neither  of  them  was  there  found  the  least  evidence  of  a  stone 
either  large  or  small,  but  in  both  I  found  a  large  collection  of 
pus  which  had  given  the  deceptive  picture  of  stone. 

In  another  case  a  false  diagnosis  of  ureteral  stones  was  made 
by  the  .r-ray,  the  diagnosis  having  been  made  by  two  of  the 
best  men  in  that  particular  branch  of  our  specialty.    The  patient. 
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a  woman,  aged  forty  years,  suffered  for  years  with  attacks  of 
pain  along  the  course  of  the  left  ureter,  which  clinically  had 
been  diagnosed  as  ureteral  colic.  A  presumptive  diagnosis  of 
stone  was  made.  Dr.  Louis  A.  Weigel,  of  Rochester,  N.  Y., 
than  whom  there  is  no  better  or  greater  expert  in  .r-ray  work 
in  this  State,  spent  two  weeks  in  taking  skiagraphs  of  the 
renal  and  ureteral  regions,  and  produced  two  beautiful  pic- 
tures .showing  three  calculi  in  the  left  ureter.  All  the  calculi 
were  about  the  same  size,  probably  a  centimeter  and  a  half 
in  length  by  a  centimeter  in  diameter.  All  were  situated  in  the 
pelvic  portion  of  the  left  ureter,  the  upper  one  some  three  centi- 
meters distant  from  the  middle  stone,  and  the"  middle  stone 
some  two  centimeters  from  the  lower.  Some  considerable  time 
later  the  patient  came  under  my  care.  She  still  had  symptoms 
of  ureteral  colic,  and  I  found  that  she  had  in  addition  a  chronic 
nephritis,  which  had  not  been  diagnosed,  and  which  had 
existed  I  cannot  say  how  long  pre\aous  to  my  diagnosis.  I 
had  Mr.  E.  W.  Caldwell,  of  New  York,  who  is  "admitted  to  be 
a  good  man  in  a--ray  work,  make  a  picture  of  the  left  ureter. 
He  reproduced  the  three  stones  found  by  Dr.  Weigel,  the  same 
sized  stones,  in  the  same  relative  and  absolute  positions.  All 
the  skiagraphs,  those  of  Dr.  Weigel  as  well  as  that  of  Mr. 
Caldwell,  are  in  my  possession. 

On  the  strength  of  the  clinical  symptoms,  backed  by  the 
skiagraphs,  I  made  an  incision  in  the  loin  and  approached  the 
ureter  e.xtraperitoneally.  Two  weeks  previously  I  had  decap- 
sulated  both  kidneys  for  chronic  nephritis.  In  operating  on 
the  left  kidney  I  laid  bare  the  upper  end  of  the  left  ureter  for 
four  inches  from  the  kidney  down,  examined  it  and  the  renal 
pelvis  and  found  both  free  from  stone.  At  the  second  opera- 
tion an  incision  was  made  in  the  left  groin,  exposing  the  bal- 
ance of  the  ureter  extraperitoneally.  It  is  not  difficult  to  do 
this  in  a  woman.  A  thorough  exploration  of  the  left  ureter, 
centimeter  by  centimeter,  was  made,  extending  from  kidney  to 
bladder,  and  there  was  no  indication  of  a  foreign  body  in  the 
ureter  anywhere.  The  search  extended  over  half  an  hour,  and 
I  also  tried  to  find  out  what  had  given  the  false  .r-ray  pictures. 
All  I  could  make  out  were  some  moderately  large  glands  run- 
ning along  the  vessels  and  the  course  of  the  ureter.  The  ureter 
was  moderately  and    symmetrically  thickened  throughout  its 
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entire  length.  There  was  no  dilatation.  The  enlarged  glands 
were  taken  to  be  the  result  of  the  chronic  ureteritis  present. 
The  case  was  one  of  chronic  nephritis  with  left  chronic  ureteri- 
tis, the  latter  condition  causing  the  colic. 

This  case  has  been  very  instructive  to  me,  and  until  rr-ray 
work  has  been  brought  to  greater  perfection  I  do  not  think  we 
can  rely  on  an  .r-ray  diagnosis  for  renal  or  ureteral  calculi. 

After  the  operations  my  patient  got  well.  An  a;-ray  picture 
taken  by  Mr.  Caldwell  since  the  operation  still  shows  the  pres- 
ence of  the  three  "  shadows  "  of  exactly  the  same  size  and  in  ex- 
actly the  same  relative  and  absolute  positions  as  before  operation. 

Dr.  Bovee. — I  did  not  take  up  the  subject  of  diagnosis  in 
my  paper  because  I  believe  it  to  be  a  broad  subject  in  itself. 
However  I  am  very  glad  to  have  heard  what  has  been  said  as 
to  the  reliability  of  .r-ray  pictures.  It  exactly  coincides  with  my 
views.  In  one  case  in  which  I  had  an  .r-ray  picture  taken  of  a 
patient  complaining  of  pain  in  the  right  iliac  region  I  made 
an  incision,  removed  the  vermiform  appendix  and  considerably 
hypertrophied  lymphatic  gland  close  to  the  cecum.  There 
was  nothing  in  the  ureter  at  that  point.  After  removing  the 
gland  there  was  nothing  abnormal  I  could  feel  along  the  ureter 
by  sense  of  touch.  I  did  not  explore  the  ureter.  The  patient 
complained  of  no  more  pain. 

When  Dr.  Kelly  presented  his  wax-tipped  bougies  at  the 
Chicago  meeting  a  few  years  ago  some  of  you  may  remember 
that  I  told  him  there  were  some  calculi  which  the  wax-tipped 
bougie  would  not  detect,  and  these  are  tubular  calcuU.  These 
tubular  calculi  will  give  very  little  trouble.  Occasionally  they 
may  give  a  little  pain,  and  the  tunnel  through  them  is  suffi- 
ciently large  to  let  the  wax-tipped  bougie  pass  through  easily 
without  touching  them. 

As  to  the  dislocation  of  calculi  in  the  case  Dr.  MacMonagle 
referred  to,  I  would  say  that  is  a  very  common  occurrence  for 
calculi  to  be  developed  of  that  small  size,  as  shown  in  the 
pelvis  of  the  kidney  or  kidney  itself  by  the  .r-ray,  and  when' the 
operation  of  nephrolithotomy  is  done  the  stones  are  found  far 
down  in  the  ureter,  possibly  getting  by  the  normal  constriction, 
half  or  three-quarters  of  an  inch  below  the  pelvis  of  the  kidney 
or  ureter,  and  lodging  at  the  narrow  constriction  just  above  the 
iliac  fossa.  That  is  a  common  observation  in  cases  of  nephro- 
lithotomy. 


NEPHRECTOMY   FOR   TUBERCULOSIS   OF   THE 
KIDNEY,  WITH  A  REPORT  OF  FOUR  CASES. 


By  Hiram  N.  Vineberg,  M.D  , 
\ew  York  City. 


I  FEEL  that  I  ought  to  offer  an  apology  for  coming  before 
you  with  a  paper  based  on  so  small  a  number  of  cases. 
But  as  the  series,  small  though  it  may  be,  brings  out  promi- 
nently some  important  points  on  the  subject  of  renal  tuber- 
culosis, I  venture  to  present  the  cases  in  the  hope  that  they 
may  excite  profitable  discussion. 

Renal  tuberculosis  is  of  special  interest  to  the  gynecologist 
for  several  reasons:  (1)  In  the  first  place,  it  is  a  legitimate 
expansion  of  his  specialty;  (2)  it  is  a  disease  most  frequently 
met  with  in  the  female  sex;  (3)  it  is  a  disease  which  the 
gjTiecologist  not  infrequently  is  the  first  to  detect  among 
the  cases  sent  to  him  for  intractable  cystitis,  presumably 
due  to  some  uterine  disorder.  ..  ^  ■■"'[?F*'5i!-'Si; 

The  g\Tiecologist,  from  the  nature  of  his  work  at  the 
present  time,  can  no  longer  be  considered  an  amateur  in 
the  domain  of  renal  surgery.  He  who  has,  I  may  almost  say, 
in  his  daily  work  to  lay  bare  the  ureters  along  their  whole 
pehnc  lengths,  perhaps  excise  a  portion  of  the  bladder, 
implant  a  di^^ded  ureter  into  the  bladder,  or  anastomose 
the  two  cut  ends  of  the  ureter,  or  be  forced  to  remove  a 
kidney  at  the  termination  of  a  difficult  pelvic  operation, 
ought  surely  to  be  able  to  perform  any  procedure  upon  the 
kidneys  that  surgical  principles  demand.  And  thus  it 
happens  at  the  present  day  that  ureteral  surgery  is  linked 
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witli  the  names  of  several  gynecologists,  and  when  kidney 
surgery  is  mentioned  the  names  of  at  least  two  gjTiecologists 
stand  out  in  great  prominence.  I  have  reference  to  two 
of  our  distinguished  Fellows,  Howard  A.  Kelly  and  G.  M. 
Edebohls,  both  of  whom  have  done  pioneer  and  yeoman 
work  in  that  direction. 

It  is  not  my  purpose  to  enter  at  any  length  into,  the 
symptomatology  or  diagnosis  of  renal  tuberculosis.  It  will 
be  my  aim  rather  to  dwell  upon  some  of  the  sahent  points 
of  the  disease  that  may  be  of  special  interest  to  us  as  gyne- 
cologists and  to  discuss  some  of  the  points  that  are  still 
sub  judicc. 

I  have  already  stated  that  renal  tuberculosis  is  more 
frequently  met  with  in  women  than  in  men.  Of  Israel's*  26 
cases  operated  upon  16  (61.5  per  cent.)  were  in  women.  In 
Facklam's^  collection  of  statistics  nearly  the  same  percentage 
of  the  relative  frequency  in  the  female  sex  obtains.  He 
collected  103  operative  cases,  73  (70  per  cent.)  of  which 
were  in  women.  At  the  recent  German  Congress  of  Surgery 
Kiimmell,*  of  Hamburg,  reported  having  operated  upon  48 
cases  of  renal  tuberculosis,  only  15  of  whom  were  in  the 
male  sex.  Kronlein  at  the  same  meeting  reported  51  cases 
of  renal  tuberculosis,  all  of  whom  but  13  were  women.  But 
it  must  not  be  inferred  from  these  figures,  as  Israel  remarks, 
that  tuberculosis  of  the  kidney  actually  occurs  more  fre- 
quently in  women  than  in  men.  Statistics  collected  from 
autopsies  show  no  such  disproportion  between  the  two  sexes. 
On  the  contrary,  the  tables  of  Morris,  Tilden  Brown, 
Fagge  and  Watson,  based  on  the  findings  on  the  autopsy- 
table,  showed  that  men  are  more  frequently  affected  than 
women. 

What  the  figures  of  the  cases  operated  upon,  however,  do 
unmistakably  demonstrate  is  that  primary  renal  tuberculosis 
is  more  frequently  met  with  in  women  than  in  the  male  sex. 
In  men  the  disease  is  generally  of  the  ascending  variety, 
starting  out  from  the  genital  organs,  and  hence  is  not  so 
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amenable  to  surgical  intervention.  But  in  women  such  an 
association  does  not  exist,  the  genital  and  the  urinary  are 
two  separate  and  distinct  systems.  Israel  was  able  to  find 
only  one  case  in  the  literature  in  which  apparently  a  genital 
tuberculosis  was  associated  with  a  renal  tuberculosis.  The 
patient  in  that  instance  was  operated  upon  for  a  tuberculous 
pyonephrosis,  and  two  years  later  had  her  tubes  and  ovaries 
removed  for  tuberculous  disease.  In  the  35  cases  collected 
by  Hunner,'  in  the  services  of  Howard  A.  Kelly  and  his 
associates  in  Baltimore,  an  instance  is  also  related  where 
Dr.  Kelly  had  to  operate  some  years  later  for  tuberculous 
adnexa. 

According  to  Israel,'  renal  tuberculosis  is  most  frequently 
met  \\ath  in  the  third  and  fourth  decades  of  life;  80  per  cent. 
of  his  cases  subjected  to  operation  occurred  in  these  decades. 
He  had  only  one  case  in  the  fifth  and  one  case  in  the  sixth 
decennium.  In  Hunner's  collection,  14  cases  occurred  in 
the  third  and  12  cases  in  the  fourth  decade.  The  ages  of 
three  of  my  patients  were  forty-six,  forty-seven,  and  forty- 
eight  years,  respectively.  The  age  of  the  fourth  patient  was 
thirty-nine  years.  It  would  appear,  therefore,  that  the  age 
of  my  patients  was  unusually  advanced. 

Renal  tuberculosis  is  usually  very  insidious  in  its  course, 
and  may  exist  for  a  long  time  without  giving  rise  to  any 
appreciable  symptoms.  The  first  symptoms  to  manifest 
themselves  in  the  majority  of  the  cases  are  those  referable 
to  the  bladder,  and  hence  it  is  that  the  patients  are  treated 
a  long  time  for  cystitis  and  no  suspicion  of  a  kidney  affection 
is  entertained.  Three  of  my  patients*  had  been  treated  for 
months  for  cystitis,  and  one  patient  (Case  IV.)  had  been 
an  inmate  of  several  prominent  hospitals  for  a  period  extend- 
ing over  three  years,  and  at  no  time  was  a  tuberculous 
lesion  of  the   bladder  or  the  kidney  suspected.     There  is 

*  Since  writing  the  above  I  have  operated  upon  another  case  of  tubercu- 
losis of  the  kidney  which  had  been  treated  for  nine  months  for  supposed 
cystitis. 
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nothing  characteristic  about  the  bladder  symptoms  to  differ- 
entiate them  from  a  non-tuberculous  cystitis  except  in  a 
manner  to  which  I  will  refer  later. 

The  urine  is  usually  acid,  contains  a  varying  amount  of 
pus,  some  leukocytes,  and,  according  to  Israel,  some  red 
corpuscles.  Casts  are  seldom  found,  and  some  authorities 
hold  that  the  absence  of  casts  is  characteristic  of  renal 
tuberculosis.  Tubercle  bacilli  are  found  in  59  per  cent, 
of  the  cases  that  are  complicated  with  tuberculous  cystitis. 
Hunner  maintains  that  they  can  always  be  found  if  daily 
examinations  are  made  for  a  week  or  longer.  In  two  of 
my  cases  daily  examinations  for  tubercle  bacilli  were  made 
for  a  longer  period  than  that  with  a  negative  result.  In 
only  one  of  the  cases  (Case  II.),  in  which  there  was  a  well- 
founded  suspicion  that  the  disease  was  primary  in  the 
bladder,  did  we  find  tubercle  bacilli  in  the  urine. 

Cystoscopy.  A  cystoscopic  examination  may  be  of  great 
service  in  making  a  diagnosis.  In  some  cases  an  ulcerated 
area  about  one  of  the  ureteral  orifices  may  be  seen,  or  the 
mouth  of  the  ureter  may  be  swollen,  presenting  a  nipple- 
like projection.  In  others  again  there  may  only  be  a  patch 
of  redness  surrounding  the  orifice,  or  a  red  streak  extending 
from  the  orifice  on  to  the  bladder  wall.  Again,  distinct 
tubercles  may  be  seen  in  areas  of  greater  or  less  size  scattered 
over  the  bladder.  Ulcers  of  varying  size  with  a  graj'ish 
deposit  are  occasionally  seen.  In  some  cases  the  bladder 
is  so  irritable  that  the  greatest  patience  has  to  be  exercised 
before  a  satisfactory  examination  can  be  made. 

Some  authorities,  notably  Hurry  Fenwick  and  Willy  Meyer, 
look  upon  ulceration  about  the  orifice  of  one  ureter,  with 
the  rest  of  the  bladder  wall  being  healthy,  as  pathognomonic 
of  tuberculosis  of  the  corresponding  kidney.  The  sign  is 
an  important  one,  but  too  much  weight  should  not  be 
attached  to  it  in  women,  as  is  shown  by  the  following  case: 

About  two  years  ago  a  physician  brought  his  sister  to  me 
on  account  of  hematuria  and  symptoms  of  cystitis.     She 
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had  been  delivered  of  a  child  a  few  months  before,  and  the 
hematuria  had  occurred  since  then.  On  cystoscopic  exami- 
nation there  was  a  distinct  erosion  surrounding  the  left 
ureteral  orifice,  the  rest  of  the  bladder  wall  appeared  healthy. 
I  made  an  appHcation  of  a  10  per  cent,  solution  of  nitrate  of 
silver  to  the  erosion,  and  told  the  doctor  that  I  feared  his 
sister  had  renal  tuberculosis,  basing  my  fears  on  the  state- 
ment of  the  authorities  just  quoted.  The  symptoms  of 
cystitis  promptly  disappeared,  there  has  been  no  recurrence 
of  the  hematuria,  and  the  woman  has  been  in  good  health 
ever  since.  The  erosion  in  that  instance  was  no  doubt 
caused  by  the  pressure  of  the  head  during  delivery,  and 
was  not  dependent  upon  any  tuberculous  affection.  In 
women  it  is  not  uncommon  to  find  patches  of  hj'peremia 
and  even  erosions  about  the  uretral  orifice,  without  any 
further  significance  than  that  they  are  e\-idences  of  a  local- 
ized catarrhal  cystitis.  They  disappear  readily  on  a  few 
direct  applications  of  nitrate  of  silver  solution. 

The  topical  application  of  the  silver  salt  solution  has 
given  me  such  uniformly  good  results  in  all  forms  of  cystitis 
other  than  the  tuberculous  that  when  I  meet  with  a  case 
of  cystitis  that  resists  that  treatment  I  strongly  suspect 
tuberculous  cystitis. 

Three  cases  in  my  series  were  suspected  by  me  on  the 
basis  of  that  therapeutic  test.  Subsequent  developments 
confirmed  my  suspicion.  The  advice  has  been  given  by 
the  President  of  this  Society  to  first  cure  the  tuberculous 
cystitis  before  taking  steps  to  remove  the  diseased  kidney. 
It  would  be  rather  difficult  to  follow  this  advice  in  the 
majority  of  cases,  as  the  bladder  would  be  constantly  re- 
infected by  the  tainted  urine.  Further,  it  has  been  the 
experience  of  almost  every  operator  that  as  soon  as  the 
diseased  kidney  is  removed  the  bladder  affection  improves 
promptly  and  in  many  instances  disappears  entirely  without 
further  treatment.  Of  course,  it  must  be  admitted  that 
every  cystitis  in  tuberculosis  of  the  kidney  is  not  of  a  tuber- 
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culpus  nature.  But  whether  the  cystitis  be  tuberculous  or 
not,  it  stands  to  reason  that  a  cure  of  it  can  be  more  readily 
effected  when  the  cause  (the  diseased  kidney)  is  first  removed. 

Catheterization  of  the  Kidney.  As  a  rule,  by  the 
time  that  a  diagnosis  of  renal  tuberculosis  has  been  made 
there  is  but  little  doubt  as  to  which  kidney  is  involved. 
Catheterization,  therefore,  to  ascertain  which  kidney  is 
affected  is  seldom  needed ;  but  it  is  important  to  ascertain 
the  functional  capacity  of  the  supposedly  healthy  kidney. 
Theoretically  there  is  some  risk  attached  to  catheterization 
of  the  sound  kidney  in  the  presence  of  a  complicating  cystitis 
which  may  be  due  to  secondary  tuberculosis.  But  ^ith 
Kelly's  method  and  the  patient  in  the  knee-chest  posture 
the  risk  is  minimal  in  the  hands  of  anyone  who  is  at  all 
experienced  with  that  kind  of  work.  After  the  orifice  is 
exposed  the  end  of  the  cystoscope  may  be  so  held  as  to 
surround  it;  then,  with  a  pledget  of  cotton  soaked  in  an 
antiseptic  solution,  the  interior  of  the  cystoscope  and  the 
mouth  of  the  ureter  may  be  cleansed.  The  catheter  can 
now  be  inserted  into  the  ureter  without  coming  in  contact 
with  any  other  portion  of  the  bladder  wall  than  that  which 
is  within  the  lumen  of  the  cystoscope. 

Two  of  my  patients  had  the  sound  kidney  catheterized 
by  me  in  accordance  with  the  above  technic,  with  no  ill 
results  following.  Still,  to  avoid  even  this  slight  risk,  a  fair 
knowledge  of  the  other  kidney  may  be  obtained  by  placing 
a  catheter  into  the  ureter  of  the  diseased  side,  siphoning 
out  the  residual  urine  in  the  bladder  while  the  patient  is 
still  in  the  knee-chest  posture,  then  placing  the  patient  on 
her  back,  and  whatever  urine  now  collects  in  the  bladder 
must  come  from  the  other  kidney,  as  the  catheter  drains 
the  urine  from  the  diseased  Iddney.  The  urine  from  the 
supposed  sound  kidney  should  be  examined  both  chemically 
and  microscopically,  and  also  subjected  to  cryoscopy.  The 
value  of  the  last  as  a  means  of  determining  the  functional 
capacity  of  the  kidney  is  still  sub  jtidice.      Kijmmell,  who 

Gyn  Soc  7 


98       NEPHRECTOMY  FOR  TUBERCULOSIS  OF  KIDNEY 

perhaps  next  to  Israel  has  had  the  largest  experience  in 
renal  surgery,  places  great  reliance  in  cryoscopy  of  the  urine, 
but  more  especially  in  cryoscopy  of  the  blood.  In  a  personal 
communication  to  a  friend  he  stated  that  since  he  had  been 
using  these  tests  he  had  not  lost  a  case  of  n€phrectomy  from 
inefficiency  of  the  remaining  kidney.  Israel,  on  the  other 
hand,  looks  upon  the  test  as  a  plaything.  From  what  I 
have  seen  of  the  application  of  the  test  I  can  readily  under- 
stand that  unless  it  is  carried  out  by  an  expert  it  may  prove 
very  misleading.* 

A  simple  and  fairly  efficient  test  has  recently  been  advo- 
cated by  Volcker  and  Joseph,'  of  Heidelberg.  These  authors 
have  tried  to  overcome  the  objections  attached  to  the  dyes 
heretofore  in  use  for  the  determining  of  the  functional 
activity  of  the  kidneys.  They  claim  that  they  have  succeeded 
in  doing  this  by  employing  indigo-carmin  in  the  following 
manner:  Indigo-carmin,  0.4  gr.,  is  freshly  dissolved  in 
10  c.c.  sterile  physiologic  salt  solution.  Of  this  solution 
4  c.c.  are  injected  deep  into  the  gluteal  muscles.  The  dye 
is  steriUzed  by  exposure  to  steam.  They  have  never  seen 
any  inflammatory  reaction  or  constitutional  symptoms 
follow.  Twenty  minutes  after  the  hypodermic  injection 
is  given,  on  cystoscopy  blue  urine  can  be  seen  coming  from 
each  ureter  in  rhythmical  jets  if  the  kidneys  are  healthy. 
The  dye  continues  to  act  for  twenty  minutes  after  its  first 
appearance.  The  advantage  of  the  indigo-carmin  over  the 
other  dyes  is  that  it  does  not  readily  mix  with  the  urine  in 
the  bladder,  and  the  stream  from  the  ureter  can  be  easily 
seen  and  followed  to  the  most  dependent  part  of  the  bladder 
when  it  falls  as  a  blue  deposit.  Its  chief  use,  it  appears  to 
mSj  would  be  to  ascertain  beyond  a  doubt  the  existence 

*  In  a  case  recently  operated  upon  by  me  at  Mt.  Sinai  Hospital,  the 
cryoscopy  of  the  blood  was  carried  out  by  one  of  the  house  staff.  He 
found  the  freezing  point  to  be  0.57,  which  is  said  to  be  below  the  safety 
point.  Nevertheless,  the  patient  made  a  good  recovery,  the  remaining 
kidney  acting  efficiently  directly  after  the  operation. 
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of  a  second  kidney,  which,  at  least,  was  in  a  condition  of 
functional  activity.  The  authors  express  a  hope  that  by 
further  investigation  they  may  be  able  to  estimate  the 
functional  capacity  of  the  supposedly  healthy  kidney  by 
the  intervals  that  elapse  between  the  jets  of  the  urine  as 
they  are  emitted  from  the  ureteral  orifice.  The  method 
has  been  made  use  of  by  some  of  my  confreres  in  ]\It.  Sinai 
Hospital,  who  have  expressed  themselves  as  being  very 
highly  pleased  with  it.* 

Fortunately  for  us,  renal  tuberculosis  in  women  is,  in  the 
vast  majority  of  cases,  limited  to  the  one  kidney.  Israel 
met  with  only  two  cases  of  bilateral  disease  in  21  cases. 
Another  fortunate  circumstance  is  the  slow  progress  of  the 
disease,  so  that  the  other  kidney  has  ample  time  to  gradually 
acquire  the  capacity  of  functionating  for  the  entire  economy. 
Suppression  of  function  of  the  remaining  kidney  is  a  less 
frequent  occurrence  in  nephrectomy  for  renal  tuberculosis 
than  in  nephrectomy  for  other  renal  affections. 

When  I  was  in  BerUn  last  autumn,  I  had  the  pleasure 
of  seeing  Israel,  in  his  masterful  way,  remove  several  tuber- 
culous kidneys.  He  told  me  that  it  is  his  practice  now  to 
remove  the  ureter  in  every  case,  for  even  when  the  ureter 
looks  normal  to  the  naked  eye  it  may  show  evidence  of 
disease  with  the  microscope.  He  employs  a  second  short 
incision  parallel  with  Poupart's  ligament  for  the  removal 
of  the  ureter.  As  a  rule,  he  closes  the  wound  with  sutures. 
He  prefers  to  do  this,  he  says,  even  with  the  knowledge  that 
in  the  majority  of  cases  the  wound  will  break  open  afterward. 
When  the  wound  does  break  down  he  finds  that  the  healing 
is  very  much  hastened  by  topical  applications  of  the  tincture 
of  iodine.  In  one  of  my  cases  (Case  IV.)  it  was  remarkable 
how  quickly  the  sinus,  of  over  a  year's  standing,  closed 
with  the  biweekly  applications  of  this  agent. 

*  I  have  recently  made  use  of  tliis  method  in  a  case  of  renal  tuberculosis 
operated  upon,  with  recovery.  It  proved  to  be  very  satisfactory,  and  was 
not  followed  by  any  ill  effects. 
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While  the  removal  of  the  ureter  with  the  kidney  makes 
the  operation  more  complete,  and  probably  insiii-es  a  better 
prognosis,  it  must  not  be  forgotten  that  it  was  not  until 
the  past  few  years  that  Israel  and  other  operators  removed 
the  ureter  as  a  matter  of  routine.  Nevertheless,  some  of 
the  early  cases  operated  upon  are  in  the  enjoyment  of  good 
health  up  to  the  present,  a  period  of  over  twelve  years  in 
some  of  the  cases.  In  my  first  case  operated  upon,  over 
seven  and  a  half  years  ago,  with  evident  disease  of  the 
ureter,  leading  to  a  stricture  in  the  pelvic  portion,  the  ureter 
was  not  removed.  The  patient  made  a  rapid  recovery  and 
has  been  absolutely  free  from  any  urinary  symptoms  ever 
since. 

It  is  not  necessary  for  me  to  enter  into  the  technic  of  the 
operation  for  the  removal  of  a  tuberculous  kidney  any 
further  than  to  say  that  the  excision  of  the  twelfth  rib  is 
of  great  aid  in  those  cases  in  which  the  diseased  kidney 
lies  for  the  greater  part  above  the  border  of  the  ribs,  as  it 
did  in  one  of  my  cases  (Case  IV.).  When  -such  a  step  is 
found  necessary,  the  greatest  care,  however,  must  be  exer- 
cised not  to  injure  the  pleura,  which  would  be  a  much  more 
serious  accident  than  opening  the  peritoneal  cavity. 

Although  I  have  been  so  fortunate  as  noft  to  have  had  a 
death  in  my  four  cases,*  I  fully  recognize  that  nephrectomy 
for  renal  tuberculosis  carries  with  it  a  pretty  high  mortality 
rate  in  the  hands  of  even  the  most  skilled  and  experienced. 
Israel's  operation  mortality  is  10.7  per  cent.,  the  lowest, 
as  far  as  I  know,  of  any  operator.  Hunner's  statistics  of 
Kelly's  operative  cases  had  a  mortality  of  14  per  cent.; 
Morris  had  five  deaths  in  eighteen  nephrectomies  (27.7  per 
cent.). 

Israel  has  shown  that  a  primary  nephrectomy  carries  with 
it  a  lower  mortality  rate  than  when  it  is  preceded  by  a 
nephrotomy.     AVhere,   therefore,   operative   interference   is 

*  Five  cases  now. 
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indicated  in  renal  tuberculosis,  it  is  safer  to  remove  the 
kidney  at  once  than  to  extemporize  by  first  opening  and 
draining  the  kidney.  The  ultimate  prognosis  of  neph- 
rectomy for  renal  tuberculosis  in  women  is  good.  As  already 
stated,  some  of  the  cases  operated  upon  are  in  good  health 
after  the  lapse  of  fourteen  years.  Of  my  own  cases  operated 
upon  seven,  five,  two,  and  one  and  a  half  years  ago,  respec- 
tively, all  but  one  are  in  the  enjoyment  of  excellent  health. 
The  exception  occurs  in  Case  II.,  which  has  developed  a  mild 
form  of  nephritis  in  the  remaining  kidney.  In  this  case 
the  evidence  is  fairly  strong  that  the  tuberculosis  of  the 
kidney  was  secondary  to  tuberculosis  of  the  bladder.* 

Case  I.  Report  of  a  case  of  nephrectomy  for  stricture  of 
the  right  ureter  and  early  tuberculosis  of  the  right  kidney 
(abstract,  Medical  Record,  February  5,  1898). — Mrs.  L., 
aged  forty-eight  years,  referred  to  me  June  15,  1897.  Had 
been  under  the  care  of  Dr.  M.  ^Manges  for  six  months  for 
frequent  micturition,  pyuria,  and  pain  in  the  right  loin. 
Later  pain  most  marked  in  the  hypogastric  and  iliac  regions. 
For  three  months  had  apparently  improved  and  gained  in 
weight  under  general  treatment  and  methylene  blue  given 
internally.  Then  the  symptoms  returned  in  greater  severity. 
AVhen  seen  by  me  on  the  above  date,  the  chief  sjTiiptoms 
were  frequent  micturition  with  some  tenesmus  and  a  feehng 
of  discomfort  at  times  amounting  to  a  pain  in  the  hv-po- 
gastric  region,  which  frequently  extended  to  the  right  loin. 
Latterly  she  had  lost  some  weight,  but  she  was  still  fairly 
well  nourished  and  had  fairly  good  color.  On  bimanual 
examination  the  uterus  was  found  small  (menopause  had 
been  established  four  years  before);  extending  from  the 
vaginal  portion  on  the  right  side  was  a  cord-like  structure, 
about  the  size  of  an  ordinary  lead-pencil,  running  obliquely 
to  the  side  of  the  pelvis.     A  cystoscopic  examination  after 

*  The  woman  presents  herself  for  observation  every  month.  At  the  last 
two  visits  the  albumin  had  almost  entirely  disappeared,  and  the  patient's 
general  condition  was  very  good. 
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Kelly's  method  in  the  knee-chest  posture  disclosed  the 
orifice  of  the  left  ureter,  apparently  normal,  emitting  jets 
of  clear  urine  from  time  to  time;  adjacent  to  it  was  a  small 
area  of  redness  and  a  bleeding  point  the  size  of  a  pin's 
head.  The  orifice  of  the  right  ureter  was  irregular  in  outline, 
swollen  and  presented  a  nipple-like  projection.  Urine  was 
seen  oozing  from  it  continuously  rather  than  in  jets.  On 
attempting  to  pass  a  catheter  into  the  right  ureter  it  was 
found  to  meet  with  an  obstruction  about  one  inch  from  the 
bladder.  A  Kelly  ureteral  sound  met  with  an  obstruction 
at  the  same  site. 

The  patient  was  examined  by  my  friend  Dr.  Howard  A. 
Kelly,  who  also  found  a  stricture  of  the  right  ureter.  Dr. 
Kelly  stated  that  the  diagnosis  lay  between  calculus  pyelitis 
and  stricture  of  the  ureter,  due  to  traumatism  from  ulceration. 
Both  Dr.  Manges  and  myself  favored  the  diagnosis  of  a 
tuberculous  lesion  in  the  kidney,  with  secondary  ulceration 
of  the  ureter,  especially  as  the  patient's  familj^  history 
showed  a  taint  of  tuberculosis.  There  were,  absolutely  no 
pulmonary  symptoms,  subjective  or  objective.  The  urine 
had  been  repeatedly  examined  by  a  competent  man  for 
tubercle  bacilli  and  always  with  negative  results. 

The  right  kidney  was  removed  by  me  through  a  lumbar 
incision  on  October  22,  1S97.  It  was  firmly  adherent  to 
the  perirenal  fat.  On  its  convex  surface  were  scattered 
several  miliary  tubercles.  On  longitudinal  section  two 
small  abscesses  were  found :  one  the  size  of  a  kidney  bean, 
in  the  cortex  immediately  beneath  the  capsule;  the  other, 
the  size  of  a  split  pea,  in  the  apex  of  one  of  the  pyramids. 
The  pus  from  these  abscesses  showed  tubercle  bacilli  in 
abundance.  The  patient  made  a  rapid  and  satisfactory 
recovery,  the  entire  wound  being  sutured  excepting  at  its 
lower  angle,  where  a  small  gauze  drain  had  been  inserted. 
The  bladder  symptoms  promptly  disappeared  after  the 
operation,  and  the  patient  has  enjoyed  excellent  health 
ever  since. 
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Case  II.  Nephrectomy  for  ascending  (?)  tuberculosis  of 
the  left  kidney  (abstract,  New  York  Medical  Journal,  Sep- 
tember 1  and  8,  1900). — Mrs.  S.,  aged  forty-seven  years, 
had  been  under  my  care  for  several  months  for  what  I 
diagnosed  as  tuberculosis  of  the  bladder.  Before  coming 
to  me  she  had  suffered  for  over  six  years  with  painful  and 
frequent  micturition.  So  far  as  she  knew  she  had  never 
passed  blood  with  her  urine.  A  cystoscopic  examination 
(Kcliy's  method)  disclosed  an  elongated  area  of  redness 
studded  with  small  papules  occupjnng  the  left  upper  quadrant 
of  the  bladder.  The  upper  bortler  of  the  area  was  situated 
some  distance  from  the  orifice  of  the  left  ureter.  Tubercle 
bacilli,  few  in  number,  were  found  in  the  urine  and  in 
scrapings  obtained  from  the  surface  of  the  affected  area. 
When  she  came  under  my  care,  the  frequency  of  micturition 
during  the  day  was  very  great  every  half-hour  and  every 
fifteen  minutes  during  the  night.  Under  direct  topical 
application,  made  twice  weekly,  the  bladder  symptoms 
improved  considerably,  so  that  the  patient  did  not  have 
to  get  up  oftener  than  once  an  hour  during  the  night,  and 
during  the  day  while  on  her  feet  she  could  easily  retain  her 
urine  for  three  or  four  hours.  The  local  condition  under- 
went varying  changes.  The  redness  would  at  times  almost 
disappear,  as  would  also  the  papules,  but  fresh  ones  would 
appear  from  time  to  time. 

After  she  had  been  under  my  observation  for  over  a  year 
(December,  1897,  to  January  1899),  it  became  e\'ident  that 
the  fresh  papules  were  taking  a  course  in  the  direction 
toward  the  left  ureteral  orifice,  and  I  now  noticed  that  the 
ureteral  orifice  presented  a  nipple-like  projection,  that  I 
could  not  enter  it  with  sound  or  catheter,  and  that  it  did 
not  emit  jets  of  urine  as  it  had  formerly  been  doing.  The 
right  ureter  was  catheterized,  and  the  urine  obtained  from 
it  showed  on  chemical  and  microscopic  examination  to  be 
normal.  Up  to  that  time  the  patient  had  not  complained 
of  any  pain  in  the  region  of  the  left  kidney.     I  concluded, 
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however,  that  the  tuberculous  process  had  extended  to  the 
kidney,  and  advised  operative  interference,  to  which  the 
patient  would  not  give  her  consent,  owing  to  the  absence 
of  any  subjective  symptoms.  On  palpation  the  left  kidney 
was  found  slightly  enlarged  and  slightly  tender  on  deep 
pressure.  It  was  only  two  months  later  (March  3,  1899) 
that  her  consent  was  ultimately  obtained,  chiefly  because 
she  suffered  from  metrorrhagia,  which  gave  her  more  concern 
than  the  urinary  symptoms.  It  is  proper  to  state,  however, 
that  during  the  past  two  months  her  general  health  began 
to  fail  and  she  had  lost  considerable  flesh.  At  the  operation, 
the  kidney  was  found  extensively  adherent  to  the  fatty 
capsule  and  was  situated  pretty  high  up  under  the  border 
of  the  ribs.  The  wound  was  closed  with  sutures,  excepting 
a  small  space  where  a  small  gauze  drain  passed  down  to 
the  pedicle.  The  wound  healed  apparently  by  primary  union 
and  the  patient  was  up  and  about  at  the  end  of  the  fourteenth 
day. 

Later,  however,  the  lower  angle  of  the  wound  opened, 
giving  exit  to  a  small  quantity  of  pus;  the  resulting  fistula 
took  about  three  months  to  close. 

The  excised  kidney  was  slightly  enlarged  and  was  made 
up  of  cavities  filled  with  pus  and  caseous  material.  There 
was  httle  or  no  healthy  kidney  substance  to  be  seen  with 
the  naked  eye.  The  contained  pus  showed  tubercle  bacilli 
in  abundance. 

The  patient's  general  health  improved  very  much  after 
the  operation,  and  she  gained  over  thirty  pounds  in  weight 
during  the  following  year. 

Her  bladder  symptoms  also  underwent  marked  improve- 
ment, and  she  could  retain  her  urine  for  two  or  three  hours 
at  night.  But  during  the  past  year  her  general  health  has 
not  been  so  good,  though  she  has  not  lost  any  flesh.  She 
passes  a  sufficient  quantity  of  urine,  but  it  contains  a  moderate 
amount  of  albumin  without  any  other  abnormal  ingredients. 
There  seems  to  be  some  relapse  also  of  the  bladder  symptoms. 
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as  she  has  to  get  up  every  hour  or  two  during  the  night, 
while  during  the  day  she  can  retain  her  urine  three  or  four 
hours.  A  recent  cystoscopic  examination  showed  some  red 
areas  scattered  over  the  bladder  wall,  but  no  papules. 

I  had  reported  this  case  originally  as  an  instance  of  ascend- 
ing renal  tuberculosis  in  a  woman,  but  more  mature  thought 
makes  me  doubt  the  correctness  of  that  mevi.  It  is  true 
that  the  clinical  history  and  operative  signs  pointed  very 
strongly  to  an  ascending  infection,  but  this  is  such  a  rare 
occurrence  in  women  that  before  a  case  is  accepted  as  such 
the  evidence  should  be  unassailable. 

Case  III. — Mrs.  A.  L.,  aged  forty-six  years;  married 
twenty-six  years;  seven  children,  last  child  nine  years  ago; 
no  miscarriages.  Menses  regular  until  two  months  ago, 
since  then  every  three  weeks.  Had  always  enjoyed  fair 
health  until  present  illness,  which  began  eight  months  ago 
with  frequent  and  painful  micturition.  Had  been  treated 
for  cystitis  for  eight  months  prior  to  consulting  me.  When 
seen  by  me  micturition  was  every  hour  and  a  half  during 
the  day,  and  about  every  two  hours  during  the  night.  As 
far  as  she  knew  she  had  never  passed  any  blood  with  her 
urine,  nor  did  she  have  any  pain  in  either  loin.  For  the 
past  few  months  the  act  of  micturition  was  attended  with 
considerable  tenesmus,  and  she  suffered  almost  constantly 
with  pain  over  the  hypogastrium.  A  distant  relative  had 
had  pulmonary  tuberculosis,  otherwise  family  history  neg- 
ative. She  was  fairly  well  nourished  though  moderately 
anemic. 

The  right  kidney  lay  below  the  border  of  the  ribs  and 
extended  to  near  the  umbilical  line.  It  did  not  appear  to 
be  enlarged,  was  not  markedly  tender  on  deep  pressure. 
The  left  kidney  was  not  palpable.  On  cystoscopic  exami- 
nation (Kelly's  method)  the  bladder  was  found  to  be  very 
irritable  and  did  not  balloon  out  satisfactorily.  Several 
small  ulcerations  were  seen  on  the  posterior  wall  of  the 
bladder  and  a  fairly  good-sized  ulcer  near  the  apex  of  the 
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bladder.  The  urine  was  acid,  specific  gra\dty  1005,  moderate 
amount  of  albumin,  a  large  quantity  of  pus,  a  few  hyaline 
casts,  a  few  red  blood  cells.    No  tubercle  bacilli  were  found. 

Direct  topical  applications  of  soluble  nitrate  of  silver, 
10  per  cent.,  were  made  to  the  affected  areas  twice  weekly 
for  four  weeks.  There  was  some  improvement  in  the 
frequency  of  micturition  as  a  result  of  the  treatment,  but 
the  pain  and  tenesmus  persisted.  She  now  entered  as  a 
private  patient  into  Mt.  Sinai  Hospital  to  be  under  more 
careful  observation  and  to  obtain  the  benefit  from  rest 
in  bed. 

On  May  19th,  after  being  three  weeks  in  the  hospital, 
she  began  to  suffer  from  some  pain  in  the  region  of  the 
right  kidney  and  had  slight  rise  in  temperature  (101°  to 
102°  in  the  evening).  Although  repeated  examinations  of 
the  urine  showed  no  tubercle  bacilli,  my  suspicion  of  tuber- 
culosis of  the  right  kidney  was  being  very  much  strengthened, 
particularly  as  the  right  kidney  was  markedly  tender  on 
pressure.  Cystoscopic  examination  now  showed  the  areas 
of  ulceration  to  be  about  the  same  as  at  the  first  examination, 
and  the  right  ureteral  orifice  was  very  red  and  markedly 
swollen,  and  the  catheter  met  with  an  obstruction  about 
two  inches  from  the  bladfler.  The  left  ureteral  orifice  was 
slightly  reddened,  and  apparently  clear  urine  was  seen  coming 
from  it  in  rhythmical  jets.  Under  verj-  careful  precaution 
a  catheter  was  passed  into  the  left  ureter  and  6  c.c.  of 
urine  drawn  from  the  corresponding  kidney.  The  urine 
had  an  acid  reaction,  specific  gravity  1014,  urea  1.8  per  cent., 
a  mere  trace  of  albumin,  and  a  very  few  pus  cells,  with  a 
small  amount  of  blood,  the  latter  evidently  due  to  the 
catheterization. 

May  30lh,  Xephrecio?nij.  The  fatty  capsule  was  very 
intimately  adherent  to  the  convex  border  of  the  kidney,  and 
at  one  point  a  small  abscess  was  found.  It  was  with  con- 
siderable difficulty  that  the  kidney  was  enucleated  from  its 
bed  of  adhesions.     The  ureter  was  considerably  thickened 
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and  dilated;  I  removed  it  down  to  the  pelvic  brim.  The 
patient's  condition  did  not  seem  to  me  to  warrant  the  total 
extirpation  of  the  ureter.  The  wound  was  closed  in  part, 
the  remainder  being  left  open  for  a  strip  of  gauze  to  drain 
the  bed  of  the  kidney,  and  another  down  to  the  pedicle  of 
the  ureter.  The  extirpated  kidney  showed  several  small 
abscesses  in  the  cortex,  and  an  ulceration  in  one  of  the 
calices.  The  report  of  Dr.  F.  S.  Mandelbaum,  the  path- 
ologist of  the  hospital,  stated  that  the  process  was  a  tuber- 
culous one. 

The  patient  made  a  rapid  recovery,  the  left  kidney  acting 
promptly  and  efficiently.  The  bladder  symptoms  underwent 
some  improvement  after  the  nephrectomy,  but  persisted  in 
a  minor  degree  for  about  six  months  afterward,  disappearing 
finally  under  weekly  and  biweekly  applications  (direct 
topical)  of  nitrate  of  silver,  10  per  cent.,  and  emulsion  of 
iodoform,  10  per  cent.  An  analysis  of  the  urine  May  15, 
1903,  nearly  a  year  after  the  operation,  gave  the  following 
results:  specific  gravity  1010,  acid  reaction,  a  faint  trace 
of  albumin,  urea  1.1  per  cent.,  a  few  epithelial  cells,  and 
a  few  pus  cells;  no  casts.  The  faint  trace  of  albumin  was 
doubtless  due  to  the  presence  of  the  epithelial  and  pus  cells. 

Case  IV.  Nephrectomy  and  excision  of  the  twelfth  rib 
for  tuberculosis  of  the  right  kidney;  treated  in  various  prom- 
inent hospitals  for  intractable  cystitis;  cure;  disappearance 
of  the  cystitis  after  the  nephrectomy. — Miss  S.  S.,  aged  thirty- 
nine  years,  had  hip-joint  disease  in  childhood,  resulting  in 
marked  ankylosis  of  the  left  liip-joint,  with  considerable 
adduction  of  the  thigh ;  for  three  years  suft'ering  from  very 
severe  cystitis,  for  which  she  had  been  an  inmate  of  the 
various  city  hospitals  from  time  to  time. 

Just  before  coming  under  my  care  in  September,  1902, 
she  had  been  an  inmate  in  a  prominent  hospital  in  the  city 
for  several  weeks,  during  which  time  the  urine  had  been 
repeatedly  examined,  and  the  diagnosis  of  intractable  cystitis 
had  been  made.     Tuberculosis  had  not  been  suspected  in 
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that  hospital  nor  in  any  other  of  the  hospitals  where  she 
had  been  treated  for  the  past  three  years.  She  received 
very  little  relief  from  her  stay  in  the  hospital  and  was  dis- 
charged as  a  case  of  incurable  cystitis. 

When  she  came  under  my  care  she  was  very  anemic  and 
very  much  emaciated,  weighing  only  107  pounds,  normal 
weight  being  at  least  130  pounds.  Her  expression  was  one 
of  great  suffering,  she  had  to  urinate  every  fifteen  minutes 
during  the  day  and  at  least  every  thirty  minutes  during  the 
night.  The  act  was  attended  with  a  burning  sensation,  and 
was  followed  by  severe  tenesmus.  She  had  a  constant  pain 
over  the  hypogastrium.  It  was  only  after  a  direct  question 
that  she  confessed  to  having  some  pain  in  the  right  loin  for 
a  short  time  before  consulting  me.  On  palpating  the  right 
loin,  the  lower  pole  of  the  kidney  could  be  felt  just  below 
the  border  of  the  ribs,  but  it  was  not  tender  on  pressure. 
Owing  to  the  deformity  (the  ankylosis)  a  satisfactory  cysto- 
scopic  examination  could  not  be  made.  What  could  be  seen 
of  the  bladder  wall  presented  a  number  of  small  areas  suspi- 
cious of  a  tuberculous  process.  She  was  subjected  for  a  few 
weeks  to  direct  topical  applications  of  nitrate  of  silver  to 
the  bladder.  Noting  no  improvement  from  the  treatment 
and  the  pain  in  the  loin  becoming  more  marked,  I  arrived 
at  the  conclusion  that  she  was  suffering  from  tuberculosis 
of  the  right  kidney.  I  could  just  palpate  the  lower  pole  of 
the  left  kidney  and  could  not  detect  any  abnorraahty. 

On  October  24,  1902,  I  removed  the  right  kidney.  The 
usual  oblique  incision  was  made,  and  the  lower  pole  of  the 
kidney  presented.  It  was  normal  to  the  sight  and  to  the 
touch.  The  upper  two-thirds  of  the  kidney  lay  behind  the 
ribs,  and  on  palpation  was  found  to  give  distinct  fluctuation. 
This  portion  of  the  kidney  was  very  extensively  and  firmly 
adherent;  it  was  not  feasible  to  remove  the  kidney  until  the 
whole  of  the  twelfth  rib  was  excised.  The  abscess  in  the 
upper  portion  of  the  kidney  was  ruptured  in  the  enucleation, 
and  thick,  creamy  pus  escaped  in  the  wound.     The  ureter 
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was  not  thickened,  and  any  attempt  at  extirpating  it  was 
deemed  unwise,  considering  the  patient's  condition  and  the 
difficult  operation  to  which  she  had  already  been  subjected. 
The  greater  portion  of  the  wound  had  been  packed  wnth 
iodoform  gauze,  only  a  few  sutures  being  passed  at  the 
upper  and  lower  angle  of  the  wound.  The  patient  raUied 
from  the  operation  satisfactorily,  and  the  remaining  kidney 
responded  promptly  to  the  extra  work  thrown  upon  it.  On 
the  third  day  she  was  passing  fifty  ounces  of  urine  per  diem. 
The  whole  upper  two-thirds  of  the  removed  kidney  was 
occupied  by  several  abscesses ;  there  was  scarceh'  any  kidney 
tissue  left.  The  pus  from  the  abscesses  contained  numerous 
tubercle  bacilli.  The  lower  third  of  the  kidney  appeared 
perfectly  normal  to  the  naked  eye.  The  upper  part  of  the 
wound  kept  discharging  grumous  material  for  a  long  time 
and  was  unhealthy  in  appearance.  The  unhealthy  gran- 
ulations had  to  be  repeatedly  scraped  away  with  a  sharp 
spoon.  She  left  the  hospital  about  six  weeks  after  the 
operation  with  still  a  good-sized  sinus.  I  lost  sight  of  her 
then  until  December  30,  1903,  a  year  later.  I  scarcely 
recognized  her  now,  as  she  had  improved  so  much  in  appear- 
ance. She  had  gained  twenty-three  poimds  in  weight,  felt  well 
in  every  respect,  had  absolutely  no  bladder  symptoms,  and 
was  following  her  vocation  as  domestic.  She  still  had  a 
small  fistula  at  the  upper  angle  of  the  wound  discharging 
thick,  creamy  pus.  This  healed  very  promptly  under  proper 
drainage  and  the  application  of  tincture  of  iodine. 
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DISCUSSION. 

Dr.  Joseph  E.  Janvein. — Before  the  general  discussion 
takes  place  I  would  like  to  report  a  case  which  came  under  my 
care  and  upon  which  I  operated.  This  case  differs  somewhat 
in  its  features  from  the  usual  clinical  history  of  tuberculous  dis- 
ease of  the  kidney.  The  patient  came  under  my  observation 
seven  years  ago,  and  was  under  my  care  more  or  less  for  two 
years  with  what  appeared  to  me  at  the  time  and  to  others  who 
saw  her  to  be  calculi  in  the  right  kidney.  She  had  the  ordinary 
attacks,  apparently,  which  accompany  that  condition,  during 
the  two  years,  and  did  not  get  better.  At  the  end  of  two  years 
I  advised  an  operation  for  the  purpose  of  removing  what  I  sup- 
posed was  a  renal  calculus,  probably  uric  acid,  as  the  examina- 
tion of  the  urine  pointed  in  that  direction.  Before  operating 
upon  her,  however,  I  examined  the  interior  of  the  bladder  very 
carefully.  I  also  had  Dr.  Willy  Meyer  examine  her  with  me, 
and  he  concurred  with  me  that  the  case  was  undoubtedly  one  of 
calculus,  probably  in  the  pelvis  of  the  kidney,  possibly  in  the 
ureter.  The  interior  of  the  bladder  did  not  give  any  distinct 
pathological  indication.  There  was  a  slight  pufEness  around 
the  outlet  of  the  right  ureter.  I  also  submitted  her  to  an  a^-ray 
examination  under  Mr.  Caldwell.  This  examination  showed 
nothing  whatever,  which  was  rather  an  indication  to  me  that 
there  might  be  a  uric  acid  calculus  in  the  right  kidney.  I 
operated  on  her  four  years  ago  last  March,  and  in  cutting  down 
upon  the  kidney  and  opening  it  I  expected,  of  course,  to  find 
a  calculus.  I  found  apparently  nothing.  I  introduced  a  small 
catheter,  carried  it  down  through  the  ureter  into  the  bladder, 
and  found  nothing  there.  I  was  somewhat  nonplussed  as  to 
what  to  do.  To  my  friend.  Dr.  Torek,  who  assisted  me  in  the 
operation,  after  discussing  the  matter  for  a  little  while,  I  said: 
"Doctor,  with  the  history  of  this  case,  although  I  find  nothing 
indicative  of  a  pathological  change,  I  am  sure  there  is  some 
change  which  needs  active  interference,  and  I  am  going  to  take 
the  kidney  out."  I  took  it  out,  leaving  the  ureter,  as  I  found  it 
was  not  diseased,  and  had  the  specimen  submitted  to  a  careful 
microscopic  examination  afterward,  and  it  was  found  that  the 
whole  pelvis  of  the^kidney  was  infiltrated  with  a  tuberculous 
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deposit  in  the  ver}'  early  stage.  Tliat  is  not  the  usual  history  of 
tuberculous  disease  of  the  kidney.  There  had  been  no  cystitis; 
but  the  indications  pointed  to  a  calculus  in  the  pelvis  of  the 
kidney,  and  nothing  more. 

I  have  narrated  this  case  thinking  it  would  go  well  with  the 
discussion  of  Dr.  Vineberg's  paper,  as  it  materially  differs  in 
its  history  and  clinical  symptoms  from  those  which  we  usually 
get  in  a  tuberculous  condition  of  the  kidney.  The  pain  was 
excruciating  at  times. 

The  patient  was  unusually  young,  only  twenty-four  years  of 
age.    She  recovered  her  health,  and  is  in  good  condition  to-day. 

Dr.  J.  Wesley  Bovee. — The  question  of  primary  tubercu- 
losis of  the  kidney  is  one  of  great  importance.  If  one  reads  the 
transactions  of  the  late  meeting  of  the  German  Surgical  Asso- 
ciation, to  which  Dr.  Vineberg  referred,  he  will  be  struck,  first, 
with  the  large  proportion  of  cases  in  which  primary  tuberculosis 
is  found  in  both  kidneys  and  the  very  small  proportion  in  which 
one  kidney  alone  is  involved.  This  brings  us  to  the  consideration 
of  what  are  the  indications  for  operation  in  cases  of  tuberculosis 
of  the  kidney. 

In  tuberculosis  of  the  kidney  we  must  be  sure  that  the  oppo- 
site kidney  is  capable  of  carrying  on  the  function  of  excreting 
urine  for  the  whole  body  before  we  decide  to  remove  one  tuber- 
culous kidney.  We  may  do  nephrotomy  and  drain  one  kidney 
that  is  the  worse  diseased,  without  taxing  the  other  kidney  to  a 
great  extent,  and  there  may  be  occasionally  cases  in  which  both 
kidneys  are  involved,  and  it  is  advisable  to  remove  one  badly 
diseased  organ.    But  I  think  we  should  be  very  careful. 

As  regards  cystitis,  we  find  that  in  these  tuberculous  kidneys 
it  is  a  late  symptom.  I  do  not  think  cystitis  appears  early  in  the 
disease.  The  study  of  tuberculosis  of  the  kidney  has  not  been 
carried  on  sufficiently,  but  we  have  been  searching  for  the  rea- 
sons why  we  should  have  early  tuberculosis  of  the  kidney,  and 
here  we  come  to  the  very  important  element  of  diagnosis.  In 
the  cases  which  I  have  studied  and  collected  tubercle  bacilli 
have  not  been  found  so  frequently  as  Dr.  Vineberg  would  lead 
one  to  infer.  For  instance,  in  fourteen  cases  of  extirpation  of 
the  kidney  and  ureter  the  tubercle  bacillus  was  found  in  60  per 
cent,  of  the  cases  in  which  it  was  looked  for.  There  are  some 
instances  in  which  we  will  not  find  the  tubercle  bacillus,  and  if 
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we  wish  to  make  an  accurate  diagnosis  before  resorting  to  sur- 
gical measures  we  must  use  the  tubercuhn  test,  which  is  not 
entirely  reliable,  as  it  does  not  show  that  the  tuberculosis  is 
limited  to  the  kidney;  or  we  must  use  the  inoculation  test.  If 
we  get  the  inoculation  test  from  urine  we  feel  confident  we  have 
tuberculosis  of  the  kidney,  while  we  do  not  know  but  what  we 
have  tuberculosis  in  some  other  structure,  and  tuberculosis  of 
any  other  structure  will  guide  us  in  operating  on  the  case.  In 
operating  for  tuberculous  kidney  it  is  good  practice  to  remove 
the  ureter  with  it.  If  the  disease  begins  in  the  kidney  and 
spreads  downward,  we  do  not  get  tuberculosis  of  the  bladder 
unless  we  have  tuberculosis  of  the  ureter.  You  will  find  you  will 
not  get  the  tubercle  bacillus  in  many  of  these  cases,  but  if  you 
will  examine  the  ureters  carefully  you  will  get  a  characteristic 
fibrous  formation  (connective  tissue)  of  the  ureter. 

The  first  or  second  case  of  extirpation  of  the  ureter  done  by 
Reynier  is  a  good  example  of  what  we  must  expect  from  leaving 
the  ureter  in  after  extirpating  the  kidney.  He  did  three  partial 
ureterectomies,  the  last  one  removing  the  whole  ureter,  before 
he  cured  the  patient. 

Dr.  Phil.\ndeh  A.  Harris. — I  wish  to  call  attention  to  one 
matter  in  connection  with  Dr.  Vineberg's  paper,  and  that  is 
painting  the  bladder  wth  some  solution  of  a  sufiiciently  dark 
color  to  show  the  trickling  of  urine  over  the  field  of  observation. 
In  1897  I  used  a  solution  of  methylene  blue,  applied  with  a 
swab  in  such  manner  as  to  cover  the  entire  cystoscopic  view 
of  the  bladder.  I  thus  found  that  the  urine  as  it  escaped  from 
the  ureters  washed  down  the  coloring  matter,  and  left  in  the 
course  of  its  tricklings  a  paler  blue  line,  or  even  a  line  made  up 
of  exposed  mucosa.  At  the  beginning  of  this  line,  at  its  upper 
end,  was  the  exact  point  from  which  the  urine  escaped,  and 
necessarily  corresponded  with  the  ureteral  slits.  When  the 
bladder  mucosa  is  so  thickened,  corrugated,  ulcerated,  or  dark- 
ened in  color,  as  is  found  in  some  of  the  more  advanced  con- 
ditions of  pathology,  I  believe  that  this  expedient  may  be 
resorted  to  with  great  advantage  by  such  as  are  willing  and 
wish  to  invade  the  ureters  from  the  bladder  upward,  for  it  cer- 
tainly greatly  facilitates  the  location  of  the  orifice  of  the  ureters. 

I  am  particular  to  give  the  date  of  my  first  employment  of 
this  aid  in  the  catheterization  of  the  ureters.    I  have  not  in  any 
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writings  or  discussion  made  mention  of  this  method,  and  if 
others  have  learned  the  method  from  me,  it  must  have  been 
from  those  who  assisted  or  attended  at  my  gjTiecologic  clinics. 

Dr.'Seth  C.  Gordon. — I  wish  to  speak  of  a  few  cases  which 
I  may  have  reported  to  this  Society  before.  I  removed  the 
kidney  of  a  man  which  was  situated  low  down  in  the  abdomen, 
excessively  painful,  and  bound  down  by  adhesions.  It  caused 
him  so  much  pain  that  it  was  necessary  to  remove  it.  He  lived 
eleven  days  after  the  operation,  and  died  from  uremia.  A 
postmortem  examination  showed  that  he  had  no  other  kidney. 

Two  years  later  I  removed  the  kidney  of  a  woman  who  evi- 
dently had  a  sarcoma  of  that  organ.  However,  this  operation 
was  done  a  great  many  years  ago.  and  in  the  hght  of  subsequent 
investigation  it  may  have  been  a  tuberculous  kidney.  It  was 
very  large,  and  markedly  diseased.  After  the  removal  of  the 
kidney  she  lived  twenty-eight  and  a  half  days — she  did  not 
have  a  single  uremic  symptom,  although  not  a  drop  of  urine 
was  secreted.  She  died  in  the  full  possession  of  her  faculties. 
Postmortem  examination,  made  the  next  day,  showed  she  had 
no  other  kidney.  I  think  my  experience  is  somewhat  unique 
in  the  literature  of  kidney  operations.  Kelly  says  that  he  has 
found  nothing  like  it. 

Dr.  J.  Montgomery  Baldt. — One  of  the  difficulties  in  diag- 
nosis which  I  have  met  in  catheterizing  the  ureters  I  have  failed 
to  hear  anybody  refer  to.  It  is  not  imcommon  to  have  medical 
men  in  the  wards  of  the  Polyclinic  ask  me  to  catheterize  the 
ureters  in  cases  of  supposed  kidney  disease,  and  not  infre- 
quently a  perfectly  healthy  kidney  is  palpated  and  found  on  one 
side  which  utterly  fails  to  secrete  with  the  patient  under  an 
anesthetic  or  without  it  as  far  as  anj^  show  from  the  catheter 
is  concerned.  In  some  instances  this  failure  on  the  part  of 
the  kidney  to  secrete  is  undoubtedly  brought  about  by  the 
influence  of  the  anesthetic.  At  any  rate,  anesthesia  will 
reduce  the  quantity  of  secretion  very  materially.  I  have  had 
that  same  experience  a  number  of  times  in  patients  whose  ureters 
I  have  catheterized,  but  to  whom  no  anesthetic  was  given.  I 
would  pass  a  catheter  on  one  side  and  find  the  kidney  secreting 
freely,  and  it  was  supposedly  a  diseased  kidney.  On  one  side 
the  ureter  would  be  rough  and  ulcerated  upon  the  bladder 
aspect,  secreting  urine,  while  on  the  other  side  there  would  be  a 
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perfectly  healthy  kidney,  as  verified  by  palpation  and  by  subse 
quent  examinations,  with  a  total  lack  of  secretion,  as  indicated 
by  the  passage  of  the  catheter.  After  taking  all  the  precautions 
against  the  possibility  of  the  catheter  not  being  in  the  ift-eter,  I 
am  not  so  confident  and  cocksure  of  my  diagnosis  from  cath- 
eterization of  the  ureters  alone.  It  often  leaves  much  to  be 
desired. 

Dr.  George  M.  Edebohls. — Some  six  years  ago  I  wrote 
a  little  paper  on  "The  Other  Kidney  in  Contemplated 
Nephrectomy."  This  paper  was  written  before  we  were  all 
experts  in  ureteral  catheterization.  I  advocated  at  that  time 
that  before  a  kidney  was  removed  an  incision  should  be  made 
on  the  opposite  side  to  determine  by  actual  inspection  and  pal- 
pation, first  of  all,  the  presence  of  another  kidney;  and,  sec- 
ondly, its  probable  health,  so  far  as  could  be  determined 
macroscopically.  In  spite  of  the  advances  that  have  been 
made  in  diagnosis  in  diseases  of  the  kidney,  I  have  adhered 
to  the  rule  ever  since;  in  all  nephrectomies  I  have  performed 
since  that  time  I  have  made  it  a  rule  to  cut  down  upon  the  other 
kidney  and  to  satisfy  myself  as  to  its  probable  condition  of 
health.  I  have  had  one  case  in  which  this  care  on  my  part 
saved  a  woman's  life.  It  was  a  case  of  abscess  of  the  right 
kidney,  which  I  opened  and  drained.  The  symptoms  of  pus 
in  the  urine  reappeared  after  the  kidney  wound  closed.  Cys- 
toscopic  examination  showed  two  ureteral  orifices,  one  fairly 
normal,  the  other  looking  inflamed  and  ulcerated.  The  bladder 
was  infected,  and  for  that  reason  no  catheter  was  introduced 
at  the  time  into  the  healthy  ureter.  The  urine  kept  on  showing 
evidences  of  pus  in  spite  of  the  constant  exliibition  of  urinary 
antiseptics,  and  the  pathologist  said  that  the  woman's  kidney 
should  be  removed.  I  cut  down  and  again  found  a  large  accu- 
mulation of  pus  in  the  right  kidney.  Nephrectomy  appeared  to 
be  indicated.  I  then  made  an  incision  upon  the  opposite  side, 
but  found  no  left  kidney.  I  opened  the  peritoneum  and  searched 
carefully  the  entire  cavity  of  the  abdomen,  but  could  find  no 
trace  of  a  second  kidney.  Under  the  circumstances  the  right 
kidney  was  again  incised  and  drained.  The  woman  recovered 
and  is  now  well  from  infection  of  the  kidney.  Subsequent  cathe- 
terization of  the  ureters  showed  that  we  could  introduce  the  cath- 
eter into  the  right  ureter  and  draw  the  urine  as  usual.     On  the 
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eft  side,  the  side  on  which  the  kidney  was  absent,  there  was  a 
ureter  nine  inches  in  length.  The  catheter  could  be  introduced 
to  this  depth,  but  no  matter  how  long  it  remained  not  a  drop 
of  urine  flowed,  thus  confirming  the  diagnosis  of  solitary  kidney. 

Dr.  J.  Riddle  Goffe. — As  bearing  upon  the  importance 
of  removing  the  ureter  in  connection  with  a  tuberculous  kidney, 
I  wish  to  put  on  record  a  case  that  I  operated  upon  in  the  autumn 
of  1896.  The  patient  was  a  woman,  aged  twenty-two  years, 
who  had  a  tuberculous  abscess  of  the  right  kidney.  I  removed 
the  kidney  and  about  three  inches  of  the  ureter.  She  made 
an  excellent  recovery,  with  the  exception  of  a  sinus  which  lasted 
for  four  months  and  then  healed.  She  took  up  the  study  of 
nursing,  became  a  graduate  nurse,  and  has  been  working  at 
that  profession  ever  since.  I  saw  her  a  short  time  ago;  she  is  in 
excellent  health.  She  is  popular  as  a  nurse,  and  is  w-orking 
hard. 

Dr.  Edward  Reynolds. — I  desire  to  speak  on  this  subject 
briefly  from  an  experience  of  ten  nephrectomies  for  tuberculous 
disease,  seven  of  them  having  been  complete  nephroureterec- 
tomies.  They  were  all  successful  so  far  as  the  operative  mor- 
tality is  concerned.  One  of  the  patients  died  two  years  after- 
ward of  miliary  tuberculosis  of  the  intestines.  She  was  an  old 
tuberculous  subject,  one  who  had  had  pulmonary  tuberculosis  as 
well  as  tuberculosis  of  the  hip  and  glands  of  the  neck.  One  other 
patient,  a  child,  aged  thirteen  years,  after  a  complete  nephro- 
ureterectomy,  had  a  recurrence  of  the  tuberculosis  in  the  scar 
after  fifteen  months  of  excellent  health.  From  this  she  is  now 
recovering.  I  do  not  know  what  it  was  due  to.  The  other 
eight  have  remained  well. 

I  am  inclined  to  believe  that  operation  gives  us  a  better  pros- 
pect of  health  in  well-established  renal  tuberculosis  than  any 
purely  hygienic  care  which  we  may  give  these  patients.  In  my 
cases  hygienic  care  or  open-air  treatment  has  been  associated 
with  the  preparatory  or  postoperative  treatment,  and  I  believe 
it  to  be  very  important. 

I  believe  it  is  important  always  for  us  to  use  the  ureteral 
catheter  before  doing  a  nephrectomy,  both  to  demonstrate  the 
presence  of  a  second  kidney  and  in  order  to  ascertain  the  func- 
tional activity  of  that  kidney.  I  have  been  accustomed  to  sub- 
mit the  sediment  of  the  urine  from  each  side  to  inoculation  into 
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guinea-pigs,  beliexang  this  to  be  a  reliable  test.  I  do  not  believe 
in  catheterizing  the  ureters  in  a  case  of  tuberculosis  of  the  kidney 
through  a  tuberculous  bladder,  and  therefore  believe  in  local 
treatment  of  the  bladder  at  the  first  stage  in  all  cases  in  which 
it  is  infected.  In  the  course  of  my  experience  I  have  become 
a  believer  in  the  complete  removal  of  the  ureter  in  all  tubercu- 
lous cases. 

Dr.  Vixeberg. — With  reference  to  the  procedure  advised 
by  Dr.  Edebohls,  namely,  to  cut  down  upon  the  sound  kidney, 
it  may  be  all  right  in  the  hands  of  a  skilful  and  rapid  operator, 
but  the  majority  of  men  whose  experience  is  not  great  in  this  work 
would  hesitate,  I  think,  before  they  would  perform  a  double 
operation  on  a  patient  who  is  run  down.  In  those  cases  in 
which  there  has  been  suppression  of  urine  from  inefficiency  of 
the  remaining  kidney  there  was  no  macroscopic  appearance 
which  indicated  that  the  kidney  was  not  functionating,  and  the 
cause  was  only  found  on  a  microscopic  examination;  so  that 
if  one  cuts  down  and  finds  an  apparently  healthy  kidney  that 
would  be  no  indication  that  the  kidney  was  capable  of  function- 
ating, and  the  patient  might  nevertheless  die  from  suppression 
of  urine. 

Dr.  Harris'  ingenious  test  is  a  little  different  from  the  one  I 
mentioned,  in  so  far  as  in  this  instance  the  injection  is  given 
into  the  gluteal  muscles,  and  the  dye  coming  from  the  kidney 
shows  its  functional  activity.  I  can  see  one  objection  to  Dr. 
Harris'  test,  and  that  is,  very  often  in  these  cases  of  irritable 
bladder  it  is  difficult  to  keep  the  bladder  ballooned  out  for  any 
length  of  time. 

I  have  not  had  Dr.  Baldy's  experience.  I  have  catheterized 
a  hundred  or  more  different  patients,  many  of  them  for  the 
purpose  of  demonstrating  the  method  to  physicians.  I  have 
often  catheterized  healthy  women,  and  in  no  case  have  I  found 
after  fifteen  or  twenty  a  healthy  kidney  failed  to  respond. 
Sometimes  it  takes  twenty  minutes  after  passing  the  ureteral 
catheter  before  there  will  be  any  urine  from  the  kidney.  I 
have  catheterized  a  great  many  cases  in  my  office  without  any 
anesthetic,  and  have  yet  to  see  any  bad  results.  The  patients 
have  had  no  bad  sjinptoms  following  it.  Of  course,  I  do  it 
with  the  greatest  care. 

The  inoculation  test  suggested  by  Dr.  Bovee  and  Dr.  Reynolds, 
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our  President,  is  a  very  good  one,  but  we  have  had  one  expe- 
rience in  the  hospital  in  competent  hands  in  which  it  has  led  to 
error.  There  was  supposed  to  be  tuberculous  disease  of  the 
kidney  from  the  result  of  inoculation,  and  it  proved  not  to  be 
present.  Anyone  who  has  had  to  apply  the  test  in  private  prac- 
tice knows  how  difficult  it  is.  You  get  a  specimen  that  is 
collected  with  the  greatest  care,  and  receive  a  report  that  the 
guinea-pig  has  died  from  sepsis  in  two  or  three  days.  After  you 
have  suggested  an  operation  it  is  hard  to  keep  these  patients 
waiting  for  sLx  or  eight  weeks  until  the  result  of  the  test  is 
known  if  the  disease  is  at  all  advanced.  I  must  say  that  the 
tuberculin  test  is  one  I  would  not  care  to  employ,  because 
postmortem  statistics  have  shown  recently  that  fully  90  to  95 
per  cent,  of  the  subjects  coming  to  the  dead-room  have  had 
tuberculosis  in  some  form  at  some  time,  and  I  would  fear  that  a 
dormant  tuberculosis  might  be  made  active.  I  quite  agree  with 
the  statement  that  there  is  no  such  thing  as  true  primary  tuber- 
culosis of  the  kidney.  The  original  focus  will  usually  be  found 
in  the  bronchial  or  intestinal  glands,  but  after  the  tubercle 
bacilli  have  been  carried  to  the  kidney  to  set  up  an  active 
process,  the  original  focus  may  become  latent  or  undergo  cure, 
so  that  for  all  practical  purposes  the  disease  in  the  kidney  may 
be  considered  as  primary. 

I  must  take  issue  with  Dr.  Bov6e  in  regard  to  the  operative 
procedure,  as  I  think  the  operation  to  do,  even  in  advanced 
cases,  if  you  have  to  operate,  is  to  remove  the  kidney  rather 
than  drain  in  cases  of  renal  tuberculosis. 

Dr.  Janvrin's  case  is  exceedingly  interesting,  and  it  corre- 
sponds in  some  respects  with  the  first  case  reported  by  me.  I 
suspected  in  that  case  tuberculosis  of  the  kidney.  Upon  cutting 
down  upon  the  kidney  there  was  a  small  abscess  situated  in  its 
cortex,  with  a  few  tubercles  scattered  over  the  cortex;  still 
there  must  have  been  enough  tubercle  bacilli  to  have  entered 
the  urine  to  set  up  the  secondary  stricture  of  the  ureter  that  was 
present. 


PYELITIS  COMPLICATING  PREGNANCY. 

By  Edwin  B.  Cragin,  M.D  , 
New  York  City. 


I^E  occurrence  during  pregnancy  of  a  marked  rise  of 
temperature  with  pain  and  tenderness  on  the  right  side  of 
the  abdomen  is  always  a  source  of  anxiety  to  the  obstetrician, 
and  its  diagnosis  and  prognosis  are  matters  which  deeply 
concern  him. 

Although  several  able  articles,  by  Vinay,'  Reed,^  Brigand,' 
Haberhn,*  and  others,  have  appeared  describing  the  con- 
dition it  is  not  generally  recognized  by  either  specialist  or 
general  practitioner  that  pyelitis  is  a  not  infrequent  cause 
of  the  above  symptoms. 

The  condition  was  first  accurately  described  by  Reblaiid 
at  the  Surgical  Congress  in  1892.  That  it  is  not  rare  in 
occurrence  is  evidenced  by  the  fact  that  during  the  past 
winter  the  MTiter  has  met  with  five  cases  in  private  con- 
sultation work,  and  including  these  has  seen  ten  since 
September,  1900. 

The  etiology  of  the  condition  seems  to  depend,  according 
to  Vinay,  upon  two  factors:  (1)  compression  of  the  ureter 
by  the  pregnant  uterus,  and  (2)  infection  of  the  urinary  tract 
above  the  point  of  compression. 

1.  Compression  of  the  Ureter  by  the  Pregnant 
Uterus.     Experiments  upon  animals  have  shown  that  the 

'  rObst^trique,  1899,  iv.,  pp.  230-256. 

'  Philadelphia  Medical  Journal,  December  9,  1899. 

^  Revue  Pratique  d'Obst^trique  et  de  P^diatrie,  1901 ,  xiv. 

*  Miiuchener  medizinische  Wocheuschrift,  February  2,  1904. 
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urine  is  excreted  under  low  pressure.  Ludwig  demon- 
strated that  the  pressure  in  the  renal  pehns  normally  does 
not  exceed  10  mm.  of  mercury.  It  requires,  therefore,  but 
little  compression  of  the  ureter  to  retard  the  current. 

That  compression  of  the  ureter  with  resulting  dilatation 
does  occur  in  pregnancy  is  proven  by  the  records  of  autopsies 
on  pregnant  women  by  Stadfeld,  Olshausen,  Loehlein,  and 
others.    Stadfeld  in  16  autopsies  on  pregnant  women  found 

9  dilated  ureters.  In  all  the  writer's  cases  and  in  all  the 
authentic  cases  of  pyelitis  in  pregnancy  which  he  could  find 
reported  the  lesion  was  primarily  right  sided  and  usually 
confined  to  the  right  side.  INIany  explanations  of  this  have 
been  given.  According  to  Olshausen,'  the  right  ureter  is 
the  one  most  often  compressed  and  dilated  in  pregnancy. 
In  16  cases  of  dilated  ureter  found  by  him'  in  autopsies 
on  pregnant  women,  12  were  unilateral,  and  of  these  12, 

10  were  right  sided  and  two  were  left.  As  causes  of  the 
greater  compression  of  the  right  as  compared  with  the  left 
ureter  the  following  have  been  suggested: 

(1)  The  greater  prominence  at  the  brim  of  the  pelvis  of 
the  right  over  the  left  common  iliac  artery  exposes  the  right 
ureter  to  greater  pressure  Jjetween  the  uterus  and  the  iliac 
artery  of  that  side. 

(2)  Tlie  rotation  of  the  uterus  on  its  long  axis  from  left  to 
right,  forward,  places  the  uterus  and  its  contents  more  in 
the  right  oblique  diameter  of  the  pelvis  than  in  the  left, 
and  thus  exerts  more  pressure  upon  the  right  ureter  than 
upon  the  left. 

(3)  The  greater  frequency  of  the  fetal  head  in  the  right 
oblique  diameter  of  the  pehis  increases  the  frequency  of 
pressure  upon  the  right  ureter. 

In  support  of  this  \'iew  may  be  mentioned  the  fact  that 
in  8  of  the  writer's  cases  the  position  of  the  fetal  head  was 
noted,  and  in  these  8  cases,  the  head  occupied  the  right 

'  Sammlung  klinischer  Vortiage,  39,  Gynakologie,  Nr.  15,  1S92. 
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oblique  diameter  in  7;  there  being  6  in  the  L.  O.  A.  position 
and  one  in  the  R.  O.  P. 

Theoretically  one  would  expect  from  the  greater  tone  of 
the  abdominal  and  uterine  walls  more  compression,  and 
hence  more  cases  of  pyelitis,  in  primigravidae  than  in  multi- 
gravndse,  and  that  was  borne  out  in  my  cases,  there  being 
7  primigra\dd£e  and  3  multigravidse.  This  is  contrary  to  the 
experience  of  Vinay,  among  whose  9  cases  there  were  only 
2  primigravidae  and  7  multigravidae. 

2.  Infection  of  the  Urinary  Tract  above  the  Point 
OF  Compression.  From  the  frequent  appearance  of  the 
bacillus  typhosus  in  the  urine  of  tj'phoid  fever  patients  and 
from  experiments  on  animals  it  would  seem  that  in  many 
infective  processes  the  organisms  may  be  eliminated  by  the 
urine  without  appreciable  injury  to  the  urinary  tract,  pro- 
vided this  tract  is  in  no  way  obstructed.  On  the  other  hand, 
the  experiments  of  Reblaud  and  Bonneau  on  animals  show 
that  after  an  aseptic  ligature  of  the  ureter  the  injection  into 
a  distant  part  of  the  body  of  either  streptococci  or  colon 
bacilli  can  produce  a  pyonephrosis,  it  being  a  descending 
infection.  Hence,  with  a  ureter  compressed  by  the  pregnant 
uterus,  the  infection  of  it  and  the  renal  pelvis  is  favored. 
The  infecting  organism  in  the  pyelitis  of  pregnancy  is  usually 
the  colon  bacillus.  This  was  the  organism  found  in  three 
of  my  cases,  the  only  ones  in  which  the  urine  was  examined 
bacteriologically,  and  has  been  found  to  be  the  infecting 
organism  in  all  reported  cases  examined  bacteriologically 
with  two  exceptions — one  by  Vinay,  in  which  the  strepto- 
coccus was  found,  and  one  by  Lop  which  showed  the 
gonococcus. 

The  period  of  pregnancy  at  which  the  pyelitis  is  most 
likely  to  occur  is  between  five  and  eight  months.  In  all 
but  one  of  my  10  cases  the  attack  appeared  at  that  time. 
In  3  it  occurred  at  five  months;  in  2  at  six  months;  in  3  at 
seven  months;  in  1  at  eight  months,  and  in  1  at  term. 

During  the   last   two  years  I  have  also   met  with   three 
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cases  of  pyelitis  developing  during  the  puerperium.  These 
were  probably  of  the  same  origin  as  those  occurring  during 
pregnancy,  and  recovered  under  the  same  treatment;  but 
as  no  bacteriologic  examination  of  the  urine  was  made,  and 
as  ascending  infection  could  not  be  positively  excluded,  they 
are  not  included  in  the  present  discussion. 

The  general  course  of  pyelitis  in  pregnancy  may  be  seen 
from  the  following  brief  abstracts  of  cases  which  have  come 
under  my  observation: 

Case  I. — Mrs.  F.  G.,  aged  twenty-five  years,  IV-gravida. 
Admitted  to  the  Sloane  Maternity  Hospital  September  13, 
1900.  For  five  weeks  previous  to  admission  she  had  suffered 
with  frequent  and  painful  micturition,  and  for  the  last  three 
weeks  with  pain  in  the  right  lumbar  region,  increased  by 
coughing  or  other  motion.  For  the  week  previous  to  admis- 
sion, there  had  been  a  rigor  each  morning,  followed  by  fever, 
sweating,  and  headache.  On  the  day  following  admission 
her  temperature  was  102.6°,  and  there  was  tenderness  over 
the  right  kidney.  Her  urine  was  acid  and  contained  many 
pus  and  epithelial  cells.  She  was  delivered  of  a  full-term 
child  September  15,  two  days  after  admission.  Position  of 
child  L.  O.  A.  On  the  day  following  delivery  the  afternoon 
temperature  was  103.8°.  She  was  given  urotropin,  gr.  v 
q.  4  h.,  and  on  the  fifth  day  the  temperature  came  to  normal 
and  remained  so  thereafter.  The  urine  gradually  became 
clear.  Her  highest  temperature  while  in  the  hospital  was 
103.8°.     It  remained  above  100°  for  four  days. 

Case  II. — Mrs.  L.,  aged  twenty-three  years,  primigra\dda. 
Admitted  to  the  Sloane  Maternity  Hospital  August  31,  1901. 
She  was  in  the  seventh  month  of  pregnancy,  anemic,  and 
complained  of  pain  over  the  right  side  of  the  abdomen. 
Her  urine  showed  pus  cells  and  a  trace  of  albumin.  Her 
temperature  on  admission  was  102.8°.  She  was  given 
cystogen,  gr.  v  q.  4  h.,  fluid  diet,  and  large  draughts  of 
water.  Her  temperature  and  tenderness  over  the  right 
kidney  subsided  in  four  days  and  the  urine  gradually  cleared. 
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Her  highest  temperature  was  102.8°.  It  remained  above 
100°  four  days.  She  was  normally  delivered  November  11, 
1901,  and  made  a  good  convalescence.  The  position  of  the 
child  was  L.  O.  A. 

Case  III. — Mrs.  M.  G.,  aged  twenty-three  years,  III- 
gravida.  Admitted  to  the  Sloane  Maternity  Hospital  Sep- 
tember 19,  1901,  complaining  of  severe  pain  in  the  right 
lumbar  region.  Her  pregnancy  was  seven  months  advanced, 
and  she  stated  that  she  had  had  fever  in  the  afternoon  for 
several  days.  Her  urine  was  acid  and  showed  pus  and 
epithelial  cells.  There  was  a  trace  of  albumin.  Her  temper- 
ature on  admission  was  102.8°.  She  was  given  cystogen, 
gr.  v  t.  i.  d.,  milk  diet,  and  large  draughts  of  water.  Her 
temperature  reached  normal  on  the  eighth  day,  and  remained 
so  thereafter,  the  urine  gradually  clearing.  Her  highest 
temperature  while  in  the  hospital  was  104°.  Her  temper- 
ature remained  above  100°  for  seven  days.  She  was  normally 
delivered  two  months  later.  Position  of  child  L.  O.  A.  Her 
puerperal  temperature  did  not  reach  99°. 

Case  IV. — Mrs.  M.  H.,  aged  thirty-seven 'years,  XIII- 
gravida.  Admitted  to  the  Sloane  Maternity  Hospital  April 
20,  1903,  complaining  of  sharp  pain  over  the  right  Iddney. 
Her  urine  was  acid  and  contained  pus  and  epithelial  cells. 
Her  pregnancy  was  seven  months  advanced.  By  May  12th 
the  pain  had  ceased  and  the  urine  was  nearly  clear.  At  no 
time  during  her  stay  in  the  hospital  did  she  show  any  rise 
of  temperature  above  100°.  The  position  of  the  child  was 
R.  O.  A. 

Case  V. — Mrs.  D.,  aged  twenty-four  years,  native  of  the 
United  States,  primigravida.  Admitted  to  the  Sloane 
Maternity  Hospital  May  18,  1903,  stating  that  for  two  days 
she  had  suffered  from  pain  in  the  right  lumbar  region 
and  fever.  On  admission  her  temperature  was  102.4°. 
Her  urine  was  acid  and  showed  pus  and  epithelial  cells. 
Her  leukocytes  numbered  22,000.  She  was  dehvered  of 
a  full-term  child  on  the  day  following  admission.    Position 
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of  child  R.  O.  P.,  rotating  to  R.  O.  A.  In  spite  of  cj'stogen, 
gr.  V  t.  i.  d.,  ice-bags  to  the  kidney,  fluid  diet,  and  large 
draughts  of  water,  the  patient  gradually  grew  worse,  and 
Oil  June  3d  the  right  kidney  was  removed  by  Dr.  Joseph 
A.  Blake.  The  kidney  showed  several  small  abscesses  in 
its  substance,  and  bacteriologic  examination  showed  the 
colon  bacillus.  After  a  tedious  convalescence  the  patient 
completely  recovered.  Her  highest  temperature  previous 
to  the  nephrectomy  was  104°.  Her  temperature  prior  to 
the  nephrectomy  was  above  100°  for  sixteen  days. 

Case  VI. — Mrs.  M.  G.,  primigravida,  seen  in  consultation 
with  Dr.  Palmer  A.  Potter,  of  East  Orange,  N.  J.,  October 
14,  1903.  Her  pregnancy  was  five  months  advanced.  She 
had  had  an  irregular  fever  for  several  days,  with  an  occa- 
sional epistaxis.  Her  temperature  when  I  saw  her  was  104°. 
For  three  days  prior  to  my  visit  she  had  complained  of  pain 
in  the  right  lumbar  region.  The  case  looked  a  good  deal 
like  typhoid  fever,  and  that  was  my  first  probable  diagnosis. 
The  Widal  test,  however,  was  negative,  and  subsequent 
examination  of  the  urine  showed  it  to  be  acid,  with  pus  cells 
renal  epithelium,  bacteria,  and  a  trace  of  albumin.  She 
was  given  urotropin,  gr.  v  4  i.  d.,  fluid  diet,  and  large  draughts 
of  water.  On  the  third  day  following  the  commencement 
of  the  urotropin  the  temperature  came  to  normal  and 
remained  so  thereafter.  Her  highest  temperature  was  104°. 
Her  temperature  remained  above  100°  for  nine  days.  The 
urine  gradually  cleared.  She  subsequently  went  to  term 
and  was  delivered  of  a  living  child.    Puerperium  normal. 

Case  VH. — Mrs.  G.,  aged  twenty-six  years,  primigra\'ida, 
seen  in  consultation  with  Dr.  George  E.  Steel,  of  New  York, 
December  13,  1903.  She  was  six  months  pregnant,  and 
for  forty-eight  hours  had  been  complaining  of  pain  on  the 
right  side  of  the  abdomen  in  the  region  of  the  vermiform 
appendix.  Her  temperature  was  102°,  pulse  130.  The  site 
of  greatest  tenderness  was  near  the  McBurney  point.  It 
looked  like  a  case  of  appendicitis,  and  that  was  my  probable 
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diagnosis  on  my  first  visit.  Examination  of  the  urine  next 
day,  however,  showed  it  to  be  acid  and  to  contain  pus  cells, 
hyaline  casts,  and  albumin.  Previous  to  the  attack  of  pain, 
the  urine  had  been  normal.  The  diagnosis  was  changed  to 
that  of  pyelitis,  and  she  was  given  urotropin,  gr.  v  4  i.  d.,  with 
fluid  diet,  large  draughts  of  water,  and  an  ice-bag  over  the 
right  kidney.  Her  pain  and  temperature  subsided  in  three 
days,  and  she  made  a  speedy  recovery,  although  the  urine 
showed  pus  cells  and  casts  for  more  than  a  month.  Her 
highest  temperature  was  102°,  highest  pulse  130;  the  temper- 
ature remained  above  100°  for  four  days.  She  was  delivered 
at  term,  March  10,  1904.  Position,  L.O.A.  Puerperium 
normal. 

Case  VIII. — ilrs.  C,  aged  twenty-seven  years,  primi- 
gravida,  seen  in  consultation  with  Drs.  C.  T.  Adams  and 
F.  F.  Ward,  of  New  York,  March  4,  1904.  She  was  five 
months  pregnant,  and  for  he  month  previous  had  com- 
plained of  pain  and  tendern  ss  on  the  right  side  of  the 
abdomen,  especially  in  the  regit  i  of  the  right  kidney,  which 
could  be  felt  enlarged  and  tender.  Her  temperature  during 
the  month  prior  to  my  visit  had  been  a  varied  one,  ranging 
from  normal  to  104°  with  intermissions  of  several  days  when 
the  temperature  was  normal.  No  malarial  organisms  were 
found  and  the  Widal  test  was  negative.  Her  urine  was  acid 
and  contained  pus  cells,  a  trace  of  albumin,  and  a  few 
hyahne  casts.  The  diagnosis  of  pyelitis  was  made  and  she 
was  given  urotropin,  fluid  diet,  and  large  draughts  of  water 
with  an  ice-bag  over  the  right  kidney.  Her  temperature  and 
pain  subsided  in  two  weeks  after  beginning  the  urotropin, 
but  the  urine  contained  pus  for  a  month  longer.  Her  highest 
temperature  was  104°,  highest  pulse  118.  Her  temperature 
was  above  100°  for  sixteen  days.  She  is  now  progressing 
normally  in  her  pregnancy. 

Case  IX. — Mrs.  P.,  aged  twenty-four  years,  primigravida, 
seen  in  consultation  vdth  Dr.  D.  E.  O'Neil,  of  New  York, 
April  10,  1904.     She  was  about  six  months  pregnant  and 
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for  three  weeks  had  been  complaining  of  pain  on  the  right 
side  of  her  abdomen.  She  had  had  several  slight  rigors. 
Her  micturition  had  been  frequent  and  painful.  On  exami- 
nation her  right  kidney  was  found  enlarged  and  tender. 
Her  urine  was  acid  and  contained  considerable  pus.  The 
filtered  specimen  showed  no  albumin.  Cultures  from  a 
catheterized  specimen  showed  the  colon  bacillus.  She  was 
given  urotropin,  gr.  v  4  i.  d.,  with  fluid  diet  and  large  draughts 
of  water.  Her  temperature  and  pain  subsided  in  about  ten 
days  after  beginning  the  urotropin.  She  is  now  progressing 
normally  in  her  pregnancy,  but  the  urine  still  contains  a 
little  pus.    The  position  of  the  child  is  L.  O.  A. 

Case  X. — Mrs.  B.,  aged  twenty-eight  years,  primigravida, 
seen  in  consultation  with  Dr.  Edwin  Stern berger,  of  New 
York,  April  29,  1904.  She  was  about  five  months  pregnant, 
and  for  two  days  had  been  complaining  of  pain  on  the  right 
side  of  the  abdomen,  especially  in  the  appendicular  region 
and  in  the  back.  This  pain  at  times  was  intense.  Her  urine 
was  acid,  contained  a  trace  of  albumin,  considerable  pus, 
and  the  bacteriologic  examination  showed  abundant  colon 
bacilli.  Her  right  kidney  could  be  palpated,  was  enlarged 
and  tender.  For  several  days  her  pain  was  much  worse 
every  other  day. 

On  May  10  her  leukocytes  were  14,400;  red  cells,  4,120,000; 
urea,  296  grains.  May  16,  leukocytes,  16,000.  From  April 
27  to  INIay  6,  in  spite  of  the  pain  in  the  region  of  the  right 
kidney  and  ureter,  the  temperature  did  not  rise  above  100.4°. 
On  May  7  the  temperature  reached  101.2°,  and  on  May  10 
104°.  For  the  next  three  days  she  became  progressively 
worse,  her  temperature  on  the  evening  of  INIay  13  reaching 
105.6°,  and  it  seemed  to  me  that  operative  interference  would 
be  demanded  on  the  following  day.  The  next  morning, 
however,  found  the  patient  better,  and  under  the  advice  of 
Dr.  Willy  Meyer,  of  New  York,  operative  interference  was 
postponed.  The  patient  steadily  improved,  the  temperature 
reaching:  normal  in  four  davs.     This  case  has  been  char- 
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acterized  by  more  pain  than  any  of  the  others  under  the 
observation  of  the  writer.  Opiates  in  some  form  have  been 
frequently  required.  Her  highest  temperature  was  105.6°. 
It  remained  above  100°  for  seventeen  days.  The  temperature 
at  the  time  of  writing  is  normal,  but  the  pain,  although  less 
severe,  has  not  entirely  disappeared.  Aside  from  opiates 
for  the  relief  of  pain,  her  chief  treatment  has  been  urotropin 
or  its  allied  drugs,  fluid  diet,  and  large  draughts  of  water.' 

From  the  above  cases  the  symptom-group  can  fairly  well 
be  pictured. 

Pain  in  the  lumbar  region  sometimes  very  acute,  some- 
times only  elicited  by  palpation  or  motion.  The  pain  often 
follows  the  course  of  the  ureter  from  kidney  to  bladder. 
A  rise  of  temperature,  usually  quite  high  at  some  time  dur- 
ing the  attack,  102°  to  105°,  although  in  one  of  my  cases 
(Case  IV.)  the  temperature  did  not  reach  100°.  In  cases 
with  high  temperature  rigors  are  not  infrequent. 

Irritabilify  of  the  bladder  with  frequent  and  painful  mic- 
turition is  common,  but  the  infection  is  a  descending  one, 
and  the  cystitis,  when  it  does  occur,  is  usually  secondary 
to  the  pyelitis  and  ureteritis.  The  right  kidney  can  usually 
be  made  out  enlarged  and  tender.  The  urine  is  acid,  at  first 
may  contain  only  a  trace  of  albumin  and  perhaps  a  few  casts, 
to  be  soon  followed  by  pus  cells,  renal  epithelium,  and  bacteria. 
The  filtered  urine  often  shows  no  albumin.  The  pus  cells 
are  usually  more  abundant  as  the  pain  and  temperature 
subside.  The  urine  often  contains  pus  cells  for  a  month 
or  more  after  the  constitutional  sjTiiptoms  have  disappeared. 

One  of  the  features  of  chief  interest  in  pyelitis  complicating 
pregnancy  is  the  diagnosis.     In  many  cases  this  is  easy  if 

'  After  the  reading  of  the  above  paper.  Case  X.  had  a  recurrence  ol 
ever,  with  an  increase  of  all  unfavorable  symptoms.  As  the  pregnancy 
was  then  about  eight  months  advanced  and  the  renal  symptoms  were  in- 
creasing, the  uterus  was  emptied  by  her  family  physician.  The  renal 
symptoms  soon  subsided.  There  was  a  slight  recurrence  about  a  month 
later,  but  it  was  of  short  duration.  No  further  trouble.  The  child  lived 
and  throve. 
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the  possibility  of  the  condition  is  borne  in  mind.  Pain  and 
tenderness  in  the  region  of  the  kidney,  a  rise  of  temperature, 
and  an  acid  urine  containing  pus  may  point  at  once  to  the 
diagnosis  of  pyelitis.  On  the  other  hand,  it  must  be  remem- 
bered that  when  an  abdomen  is  occupied  by  a  uterus  preg- 
nant from  five  to  eight  months  the  palpation  of  the  other 
abdominal  organs  is  often  difficult.  Furthermore,  there  are 
other  conditions  which  may  give  symptoms  resembling  it. 
The  three  conditions  most  likely  to  be  confused  with  pyeUtis 
in  pregnancy  are,  judging  from  the  writer's  experience, 
appendicitis,  typhoid  fever,  and  salpingitis. 

In  some  of  my  cases,  especially  Cases  VII.  and  X.,  the 
point  of  greatest  tenderness  has  corresponded  closely  with 
the  McBurney  point,  and  appendicitis  has  been  strongly 
suggested.  In  each  of  these  cases  the  diagnosis  was  made 
from  the  condition  of  the  urine.  The  reason  for  the  point 
of  tenderness  corresponding  with  the  McBurney  point 
seemed  to  be  that  pressure  at  this  point  forced  the  uterus 
back  against  the  ureter  and  thus  increased  the  pain.  The 
leukocyte  count  in  these  cases  of  pyelitis  resembling  appen- 
dicitis has  seemed  to  the  writer  lower  than  one  would  expect 
in  an  appendicitis  case  correspondingly  ill. 

In  Case  VI.  the  irregular  fever  and  the  epistaxis  resembled 
typhoid  fever,  and  it  was  only  after  the  negative  Widal  test, 
the  explanation  of  the  epistaxis  by  the  amenorrhea  of  preg- 
nancy, and  the  examination  of  the  urine,  that  the  correct 
diagnosis  was  made. 

The  differential  diagnosis  between  pyelitis  and  salpingitis 
can  usually  be  made  by  the  history,  the  bimanual  exami- 
nation, and  the  careful  examination  of  the  urine. 

From  the  above  cases  it  will  be  seen  that  the  chief  aid  to 
the  diagnosis  of  pyelitis  in  pregnancy  is  the  careful  exami- 
nation of  the  urine;  chemical,  microscopic,  and  bacteriologic. 

Although  the  pain  may  be  very  severe  and  the  temperature 
high,  even  104°  or  105°  for  a  few  days,  the  prognosis  of 
pyelitis  complicating  pregnancy  is  us\ially  good.     With  the 
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exception  of  Case  V.,  in  which  the  pyelitis  started  at  term 
and  in  which  the  substance  of  the  kidney  was  infected  as 
well  as  its  pelvis,  all  the  cases  of  my  series  recovered  under 
medical  treatment,  the  temperature  and  pulse  subsiding  to 
normal  in  from  four  to  thirty  days;  the  urinary  changes 
perhaps  persisting  for  a  month  more. 

Judging  from  my  own  cases  and  from  the  reported  experi- 
ence of  other  observers,  if  the  kidneys  have  previously  been 
healthy,  pyehtis  complicating  a  pregnancy  of  from  five  to 
eight  months'  advancement,  which  is  the  usual  period  of  the 
complication,  justifies  a  favorable  prognosis  of  complete 
recovery  under  medical  treatment. 

In  a  few  cases,  however,  there  are  recurrences  during  the 
pregnancy,  and  the  possibility  of  a  pyelitis  becoming  a 
pyelonephritis,  as  occurred  in  Case  V.,  just  referred  to,  must 
not  be  lost  sight  of.  This  latter  possibility  seems  more 
likely  the  nearer  the  complication  approaches  full  term  and 
the  puerperium. 

The  medical  treatment  which  the  writer  has  employed  in 
all  the  cases  under  his  observation  is  as  follows:  Rest  in 
bed;  fluid  diet,  especially  milk;  large  draughts  of  water; 
urotropin,  or  its  ally  cystogen,  gr.  v  3  or  4  times  a  day;  ice- 
bag  over  the  kidney,  and,  if  this  fails  to  relieve  the  pain,  an 
occasional  opiate.  In  many  cases,  sahne  catharsis  has  given 
marked  relief.  If,  in  spite  of  this  treatment,  there  is  e\ddence 
of  extension  of  the  infection  to  the  kidney  substance,  surgical 
interference  by  nephrotomy  or  nephrectomy  is  indicated. 

Interruption  of  the  pregnancy  is  seldom,  if  ever,  necessary 
or  advisable. 


DISCUSSION. 


Dr.  Robert  L.  Dickinson. — In  this  admirable  presentation 
of  a  subject  that  is  relatively  new  and  not  understood  in  general 
by  the  profession,  there  is  but  one  feature  omitted,  and  that  is 
the  fact  that  these  patients  are  severely  ill.    The  family  physi- 
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cian  is  gravely  alarmed.  The  patient  suffers,  has  high  tem- 
perature, has  severe  abdominal  pain,  whether  it  be  in  the  fifth 
month  or  later.  Most  of  the  cases  I  have  seen  in  consulta- 
tion have  been  early  ones,  in  which  there  was  not  only  severe 
pain,  but  some  flatulent  distention  suggestive  of  peritoneal  in- 
volvement. In  at  least  three  antepartum  cases  under  obser- 
vation the  pain  was  more  prominent  near  the  crest  of  the  ilium 
than  it  was  in  the  back.  In  three  of  the  cases  a  diagnosis  of 
appendicitis  was  given  by  the  family  before  consultation.  These 
cases  have  cleared  up  just  about  the  time  that  an  operation 
was  thought  to  be  inevitable.  Of  two  cases  seen  postpartum, 
one  in  the  wife  of  an  obstetrician,  and  who  was  delivered  by 
one  of  our  most  skilled  obstetricians,  there  could  not  have  been 
any  ascending  infection  nor  any  symptoms  of  trouble  before 
delivery.  The  other  case  was  catheterized  by  skilful  nurses, 
but  the  infection  was  so  rapid  that  it  is  probable  there  was  a 
preliminary  cystitis,  with  an  ascending  ureteritis. 

It  is  high  time  that  the  attention  of  the  profession  hould  be 
drawn  by  such  an  excellent  paper  as  that  of  Dr.  Cragin  to  a 
disease  long  overlooked. 

Dr.  Ch.vrle.s  p.  Noble. — I  think  the  paper  of  Dr.  Cragin 
is  valuable  and  timely,  and  I  have  been  very  much  interested 
to  find  that  his  larger  experience  corresponds  with  what  I  have 
observed.  Only  a  few  days  ago  I  asked  Dr.  Kelly  what  his 
experience  had  been,  and  asked  him  if  he  had  ever  written  any- 
thing about  it,  because,  as  a  matter  of  fact,  very  little  has  been 
written  about  it.  The  cases  of  pj'elitis  complicating  pregnancy, 
I  have  seen,  correspond  with  the  description  Dr.  Cragin  has 
given,  and  they  have  recovered  under  the  same  treatment,  minus 
urotropin,  keeping  them  in  bed,  and  giving  them  enough  water 
to  void  sixty  ounces  of  urine  daily. 

As  this  is  a  relatively  new  subject  for  discussion,  I  think  by 
analogy  we  might  say  something  about  pyelitis  in  the  non- 
pregnant woman.  My  experience  with  acute  pyelitis  in  the 
non-pregnant  woman  has  been  similar.  Where  it  was  not ' 
due  to  tuberculosis  or  stone,  all  of  the  cases  ended  in  sponta- 
neous recovery  by  keeping  them  in  bed  and  giving  them  plenty 
of  water.  That  is  the  only  treatment  I  have  ever  used,  and  they 
have  all  recovered.  Within  the  last  two  months  I  have  had  four 
cases  that  made  good  recoveries  under  this  plan  of  treatment. 

Gyn  Soc  9 
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So  far  as  my  observations  are  concerned,  I  would  like  to  say 
a  word  or  two  in  reference  to  the  diagnosis.  In  the  beginning 
in  most  of  my  cases  there  has  been  very  little  pus  in  the  urine. 
As  long  as  they  had  fever  there  was  but  little  discharge  of  pus 
from  the  pehns  of  the  kidney.  When  the  pus  discharged  freely 
the  fever  subsided.  That  is  a  point  of  much  value  in  the  diag- 
nosis in  addition  to  what  Dr.  Cragin  has  said. 

So  far  as  the  differential  diagnosis  is  concerned  there  is  no 
doubt  these  cases  are  oftentinie  -  very  easily  confused  with 
appendicitis.  As  a  matter  of  fact,  one  of  the  four  cases  recently 
under  my  care  was  diagnosed  as  an  acute  appendicitis  by  an 
excellent  physician.  The  patient  was  acut-ely  ill.  I  operated 
without  making  a  urinary  examination,  and  removed  a  normal 
appendix.  The  patient  got  well  from  the  acute  pyelitis  while 
recovering  from  the  abdominal  section.  Another  of  the  four 
cases  under  my  care  was  sent  to  me  with  a  diagnosis  of  appen- 
dicitis. I  made  a  correct  diagnosis,  and  she  is  now  getting  well 
without  having  had  an  abdominal  section. 

Dr.  EDW.A.RD  P.  D.wis. — I  have  seen  a  number  of  cases  of 
pyelitis  complicating  pregnancy,  and  clinically  most  of  them 
have  coincided  closely  with  those  described  by  Dr.  Cragin;  but 
I  have  seen  two  in  which  the  symptoms  differed  considerably. 
One  occurred  in  the  puerperal  period,  eight  weeks  after  a  dif- 
ficult delivery  by  version  through  a  contracted  pelvis,  and  in 
this  case  the  left  instead  of  the  right  kidney  was  involved.  In 
the  other  case  for  some  time  considerable  doubt  existed  as  to 
the  diagnosis  between  a  disordered  kidney  and  infection  of  the 
gall-bladder.  The  pain,  apparently  obscure,  referable  to  the 
right  quadrant  of  the  abdomen,  radiated  backward  and  deeply 
toward  the  loin,  and  a  final  diagnosis  of  mild  infection  of  the 
gall-bladder  being  made  certain  by  repeated  examinations  of 
the  urine,  restriction  of  diet  was  ad^-ised  and  cold  applications 
made  over  the  region  of  the  gall-bladder  rather  than  the  kidney. 
At  first  the  symptoms  were  closelv  allied  to  those  described  by 
Dr.  Cragin.  I  do  not  think  we  should  ascribe  too  much  impor- 
tance to  the  localization  of  this  condition.  These  cases  do  not 
have  a  localized  disease  of  the  kidney,  but  they  are  a  part  of  a 
common  infection  with  the  colon  bacillus  characteristic  of  the 
condition  which  often  attacks  the  entire  excretory  apparatus  of 
pregnan;  women,  and  one  reason  for  the  success  of  the  treatment 
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in  these  cases  lies  in  the  limitation  of  diet,  unloading  the  intestines, 
the  free  use  of  water,  and  the  establishment  of  those  conditions 
which  bring  about  the  free  discharge  of  colon  bacilli  from  the 
bowel  as  well  as  from  the  kidney.  If  we  study  the  cases  of 
obstinate  constipation  in  pregnant  women,  intestinal  toxemia, 
and  of  pyelitis,  we  will  come  to  the  conclusion  that  the  pregnant 
woman  is  very  susceptible  to  infection  with  the  colon  bacillus. 

Dr.  Lapthorn  Smith. — I  desire  to  add  a  few  words  on  this 
subject  of  pyelitis  complicating  pregnane}'.  In  many  of  these 
cases  the  urine  is  very  acid;  it  contains  albumin  and  a  few  casts, 
followed  sooner  or  later  by  the  presence  of  pus  and  bacteria. 
As  Dr.  Davis  has  said,  the  pregnant  woman  is  especially  liable 
to  infection  by  the  colon  bacillus.  And  why  are  th.e  ureters 
and  kidneys  especially  liable  to  infection?  Because  they  are 
irritated.  Their  circulation  is  lowered  by  the  constant  highly 
concentrated  urine.  During  the  early  months  of  pregnancy 
these  women  do  not  drink  enough  water.  Vomiting  of  preg- 
nancy is  of  common  occurrence,  and  they  cannot  keep  the 
water  down;  consec|uently  it  is  well  for  us  to  supply  vi'ater  by 
giving  them  salt  solution  by  enema.  For  my  own  part,  when  I 
have  to  attend  these  women  I  at  once  put  them  on  laxatives, 
and  alkalinize  and  dilute  the  poisonous  material  by  giving  them 
several  tumblerfuls  of  water  a  day,  and  very  soon  the  pain  and 
symptoms  of  which  they  complain  disappear.  I  do  not  place 
so  much  stress  on  pressure  on  the  ureters,  for  every  pregnant 
w'oman  has  pressure  on  the  ureters.  I  think  the  condition 
is  a  general  rather  than  a  local  one. 

I  want  to  emphasize  the  value  of  the  use  of  urotropin  in  infec- 
tions of  the  bladder  and  kidneys.  Of  the  hundreds  of  new  drugs 
we  have  had  described  and  put  on  the  market  this  is  one  of  the 
few  that  is  of  value  in  clearing  up  infected  urine.  I  have  found 
it  eminently  satisfactory  in  the  cases  in  which  I  have  used  it. 

Dr.  Henry  D.  Fry. — I  do  not  like  the  explanation  given  in 
accoimting  for  the  frequency  of  the  right  pelvis  of  the  kidney 
being  affected.  If  the  disease  v>-ere  more  common  in  the  lattfer 
months  of  pregnancy,  or  the  last  two  months,  I  would  be 
willing  to  accept  the  explanation  that  the  pyelitis  was  due  to 
pressure  on  the  right  ureter  and  to  the  fact  that  the  fetal  head 
is  more  frequently  in  the  right  oblique  diameter  of  the  pelvis; 
but  the  essayist  states  that  in  the  majority  of  cases  it  is  met  with 
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in  the  second  semester.  In  the  last  two  or  three  months  of  preg 
nancy  the  fetal  head  could  produce  pressure  on  the  ureter, 
particularly  in  a  primipara.  In  a  primipara,  owing  to  increased 
intra-abdominal  pressure,  the  head  of  the  child  is  forced  down 
to  the  pelvic  canity,  and  with  it  in  the  oblique  diameter  it  would 
press  on  the  right  ureter.  In  the  multipara  the  fetal  head  is 
raised  up  by  the  iliac  fossse.  If  that  were  the  cause  the  explana- 
tion would  be  satisfactory,  but  if  the  majority  of  cases  occur  in 
the  second  semester  I  do  not  see  how  the  position  of  the  fetus 
can  have  anything  to  do  with  it.  The  position  of  the  fetus  is 
not  fixed  at  this  time.  The  fetus  does  not  remain  in  any  one 
position  for  any  length  of  time,  and  even  if  it  did  I  do  not  see 
how  it  would  press  on  the  right  ureter. 

Dr.  Howard  A.  Kelly. — I  feel  that  the  e.xplanation  of  Dr. 
Fry  is  not  only  a  satisfactory  one,  but  I  am  inclined  to  attribute 
a  great  deal  of  importance  to  antecedent  movable  kidney  so 
frequently  seen  on  the  right  side,  with  some  blocking  up  of  the 
ureter.  I  have  seen  many  cases  (I  cannot  recall  how  many), 
two  of  which  came  to  operation.  In  one  I  extirpated  the  kidney 
and  found  multiple  purulent  foci  through  the  substance  of  the 
kidney.  Labor  was  brought  on  in  the  seventh  month.  The 
woman  had  infection  of  the  opposite  pelvis  of  thfe  kidney,  which 
I  treated  some  years  subsequently  before  giving  relief.  Both 
sides  were  affected  in  that  case. 

In  another  case,  a  Jewish  woman,  I  extirpated  one-fourth  of 
the  right  kidney,  suturing  the  rest  of  the  kidney,  and  she  recov- 
ered nicely,  went  on  to  term,  was  delivered  with  the  remaining 
kidney  and  what  remained  of  the  one  resected.  Not  all  of  these 
cases  go  on  quite  so  satisfactorily  to  spontaneous  recovery,  even 
under  careful  treatment. 

Dr.  J.  Clarence  Webster. — If  I  understood  Dr.  Cragin 
rightly,  he  stated  that  the  induction  of  labor  is  seldom  indicated 
in  cases  of  pyelitis.  I  would  like  to  ask  him  if  he  thinks  it  might 
be  indicated  in  such  a  case  as  the  following: 

About  two  months  ago  I  saw  an  interesting  case  of  this  kind 
in  which  there  was  a  large  swelling  of  the  kidney,  containing 
pus.  It  was  four  or  five  inches  in  diameter.  The  woman  was 
seven  or  eight  months  pregnant.  The  question  arose  as  to 
what  to  do,  whether  to  evacuates  the  pus  or  remove  the  Iddney, 
whether  the  pregnancy  should  be  allowed  to  take  its  course  or 
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to  interrupt  pregnancy  and  attend  to  the  kidney  at  a  later 
period.  I  gave  as  my  opinion  that  the  latter  course  should  be 
followed.  I  did  so  for  the  reason  that  if  drainage  of  the  kidney 
had  been  carried  out,  the  suppurating  wound  might  lead  to 
sepsis  after  labor,  whether  the  latter  occurred  immediately  or 
at  full  term.  Of  course,  the  latter  risk  might  be  avoided  by 
removing  the  kidney,  but  such  a  radical  measure  should  be 
avoided  if  possible. 

I  ha\-e  learned  that  my  suggestion  was  carried  out,  and  that 
after  the  induction  of  labor,  the  kidney  condition  made  a  rapid 
improvement,  no  operation  being  necessary. 

I  have  given  considerable  attention  to  the  relationship  of  the 
pregnant  uterus  to  the  ureters  in  connection  with  the  subject  of 
eclampsia.  Halbertsma  first  stated  that  the  pressure  of  the 
pregnant  uterus  is  a  causal  factor,  while  Ries,  in  Strassburg, 
referred  especially  to  the  pressure  of  the  fetal  head.  While  it  is 
possible  that  these  factors  have  something  to  do  with  some  cases 
of  eclampsia,  it  seems  to  me  that  Dr.  Fry's  criticism  is  quite 
justifiable,  \nz.,  that,  except  in  very  late  pregnancy  it  is  difficult 
to  understand  how  the  fetal  head  or  uterus  should  exert  deleteri- 
ous pressure  upon  the  ureter. 

Dr.  Hiram  N.  Vineberg. — I  wish  to  relate  an  interesting 
experience  in  connection  with  this  subject  of  pyelitis  compli- 
cating pregnane}'.  Three  or  four  years  ago  a  young  woman, 
in  perfect  health,  pregnant  about  five  months,  was  taken  ill 
with  obscure  sjinptoms  of  indigestion.  The  urine  was  exam- 
ined a  short  time  before  and  found  normal,  but  within  a  few 
days  she  had  distinct  signs  of  acute  nephritis  of  pregnancy.  She 
had  a  small  amount  of  smoky  urine,  a  high  percentage  of  albumin 
and  casts  in  it.  I  emptied  the  uterus,  after  which  the  nephritis 
improved,  but  a  pyelitis  developed,  and  for  months  there  was 
pus  in  the  urine.  I  would  like  to  ask  Dr.  Cragin  if  any  of  his 
cases  of  acute  nephritis  complicating  pregnancy  presented  such 
a  picture.  This  was  a  classic  case  of  nephritis  of  pregnancy 
followed  by  pyelitis. 

In  reference  to  the  diagnosis,  during  the  past  two  years  I  have 
had  four  cases  with  obscure  s_>"mptoms  complicating  pregnancy 
at  various  periods,  from  the  fourth  to  the  eighth  month,  and  in 
all  cases,  excepting  one,  a  diagnosis  of  appendicitis  was  made 
by  several  consultants,  and  in  three  cases  I  removed  practically 
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a  normal  appendix  after  various  consultations.  The  patients 
went  on  from  bad  to  worse  until  the  uterus  was  emptied.  In 
all  the  cases  there  were  no  urinary  complications.  In  one  case 
there  was  a  dead  fetus,  and  I  thought  afterward  the  infection 
might  have  come  from  the  uterus.  The  sjonptoms  were  those  of 
peritonitis,  with  pain  in  the  right  side,  and  there  was  no  im- 
provement in  the  patient's  condition  until  the  uterus  was  emptied, 
after  which  recovery  was  rapid  and  satisfactory. 

Dr.  Cr.\gin. — I  am  very  much  obliged  to  the  Fellows  for  a 
free  expression  of  their  opinions.  In  the  main  they  agree  with 
mine.  I  shall  endeavor  to  answer  the  few  questions  that  have 
been  asked  in  their  order,  and,  first,  with  reference  to  Dr.  Dick- 
inson's experience  in  postpartum  cases.  I  have  had  the  same 
experience.  In  one,  a  forceps  case,  I  took  a  catheter  directly 
from  a  sterilized  package,  introduced  it  into  the  urethra,  with 
the  urethra  entirely  exposed,  and  delivered  the  woman  with 
forceps.  This  was  followed  by  pyelitis.  The  infection,  I  think, 
was  descending,  although  I  could  not  positively  exclude  an 
ascending  infection.  I  purposely  omitted  pyelitis  of  the  puer- 
perium  from  my  paper,  thinking  it  would  make  it  too  long.  I 
tried  to  confine  the  discussion  to  pyelitis  complicating  pregnancy, 
in  which  it  is  so  confusing. 

In  regard  to  the  remarks  of  Dr.  Noble,  that  water  will  answer 
as  well  as  water  plus  urotropin,  I  treated  one  of  my  cases  with 
water  without  urotropin.  She  recovered,  but  comparing  that 
case  with  the  others  which  had  pus  in  the  urine,  it  seemed  to 
me  that  the  pus  cleared  up  more  rapidly  in  the  cases  that  had 
urotropin  than  it  did  in  the  one  which  had  been  given  water 
alone.     That  is  my  reason  for  giving  water  plus  urotropin. 

In  regard  to  Dr.  Davis'  experience  of  the  left  kidney  being 
involved  during  the  puerperium,  in  one  of  my  cases  in  the  puer- 
perium  there  was  involvement  of  the  left  kidney,  but  the  right 
was  the  one  most  involved,  the  left  kidney  being  involved  sec- 
ondarily by  infection  coming  down  the  right  ureter  into  the 
bladder  and  extending  to  the  left  kidney,  but  not  to  a  severe 
degree. 

The  criticism  about  the  etiology  is  perfectly  just.  I  do  not 
feel  in  my  own  mind  that  we  know  the  exact  etiology.  The 
pressure  on  the  ureter,  I  think,  is  purely  a  predisposing  cause, 
and  makes  it  a  little   more  vulnerable.    That  the  ureter  on 
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the  right  side  is  more  compressed  than  the  left  is  proven  by 
autopsies  on  pregnant  women,  and  this  makes  the  right  side  a 
Httle  more  vulnerable  than  the  left.  We  see  that  in  movable 
kidney.  We  do  not  know  exactly  why  the  right  kidney  is  so 
much  more  frequently  movable  than  the  left.  The  right  kidney 
seems  in  general  to  be  the  more  vulnerable  kidney,  and  the 
right  common  iliac  artery  being  the  more  prominent,  compress- 
ing the  right  ureter  between  it  and  the  pregnant  uterus,  and 
the  uterus,  although  small,  hing  in  the  right  oblique  diameter 
more  often  than  otherwise,  are  factors  which  make  the  pressure 
a  little  greater  on  the  right  side  than  on  the  left,  and  being  a 
little  greater  it  increases  the  vulnerability  of  this  side,  and  makes 
it  more  liable  to  infection. 

In  regard  to  the  remarks  of  Dr.  Webster,  I  sympathize  with 
him  most  fully.  I  have  a  case  now  in  which  I  am  acting  as  con- 
sultant in  which  the  question  of  induction  of  labor  has  come 
up  several  times.  I  have  decided  in  the  negative  in  my  case 
for  the  reason  that  I  have  had  cases  in  which  the  kidney  had  to 
be  removed,  and  they  were  both  cases  in  the  puerperium,  in  one 
of  which  the  pyelitis  occurred  only  two  days  before  delivery. 
In  other  words,  in  spite  of  the  delivery,  in  one  case  the  pyelitis 
became  worse,  and  the  woman  finally  had  to  have  the  kidney 
removed.  In  the  other  the  pyelitis  began  during  the  puer- 
perium. That  being  so,  I  was  afraid  if  I  emptied  the  uterus 
the  woman  would  still  have  a  pyelitis,  and  as  a  final  process 
I  would  have  to  operate  on  the  kidney,  thus  adding  extra 
shock  to  the  delivery  of  the  woman.  Further  than  that,  one 
naturally  bases  his  judgment  on  experience,  and  when  one 
has  had  nine  cases,  all  of  them  between  five  and  eight  months 
pregnant,  recover  without  operation  and  without  the  induction 
of  labor,  he  feels  inclined  not  to  operate  in  the  way  of  induc- 
tion of  labor  or  operation  on  the  kidney  unless  svTnptoms  are 
steadily  increasing  and  the  woman  shows  she  is  getting  near 
the  brink.  Personally,  I  do  not  believe  that  the  induction 
of  labor  will  often  be  demanded,  and  the  lack  of  improve- 
ment after  emptying  the  uterus  has  seemed  to  justify  the  conclu- 
sion from  my  experience  in  these  cases  that  it  is  wiser  to  treat 
them  medically  than  to  empty  the  uterus. 


A   SECOND    CASE    OF    PUERPERAL    ECLAIMPSIA 

SUCCESSFULLY  TREATED  BY  RENAL 

DECAPSULATION. 

By  George  M.  Edebohls,  M.D., 
iVetu  York  City. 


A  YEAR  ago  I  had  the  honor  of  presenting  for  your  con- 
sideration a  report  of  the  first  case  of  renal  decapsulation 
for  puerperal  eclampsia.  The  account  of  this  first  case, 
as  published  in  the  New  York  Medical  Journal  of  June  6, 
1903,  may  be  epitomized  as  follows:  Primipara,  aged 
twenty-three.  Typhoid  fever  during  the  fourth  month  of 
pregnancy.  SjTuptoms  of  nephritis  first  noted  during  the 
seventh  month.  Uremia  and  eclamptic  seizures  near  the 
end  of  the  eighth  month.  Five  severe  convulsions  within 
sixteen  hours,  followed  by  forced  delivery  during  fifth  con- 
vulsion. Freedom  from  convulsions  for  forty-six  hours  after 
dehvery.  Then  return  of  convulsions,  six  severe  convulsions, 
not  counting  minor  manifestations,  occurring  in  eighteen 
hours.  Decapsulation  of  both  kidneys.  No  further  con- 
vulsions, and  rapid  restoration  of  complete  health. 

I  may  add  that  I  have  seen  the  patient  within  the  present 
month  (^^lay,  1904),  and  that  she  enjoys  perfect  health, 
■with  urine  free  from  albumin  and  casts,  fifteen  months 
after  operation. 

In  presenting  the  case  I  concluded  with  the  following 
remarks:  "The  practical  deduction  from  the  happy  result 
obtained  is  that  we  possess  in  renal  decapsulation  an  addi- 
tional potent  resource  in  the  treatment  of  puerperal  eclampsia 
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of  renal  origin."  Personally,  I  should  not  hesitate  to  apply 
it  again  in  a  similar  instance.  I  would  even  go  farther  and 
propose  a  trial  of  renal  decapsulation  in  puerperal  con- 
vulsions of  nephritic  origin  occurring  prior  to  the  beginning 
of  labor.  The  mother  would  certainly  be  benefited,  and 
the  occurrence  of  premature  delivery  or  the  necessity  of 
inducing  it  might  possibly  be  averted. 

On  the  first  day  of  the  present  year  the  opportunity 
presented,  and  was  embraced,  of  performing  renal  decap- 
sulation for  puerperal  eclampsia  upon  the  undeUvered 
woman.  The  result  is  recorded  in  the  following  liistory 
of  the  case: 

On  January  1, 1904, 1  was  asked  by  Dr.  N.  R.  Dann  to  aid 
him  in  a  case  of  puerperal  convulsions.  The  patient,  W.  N., 
a  primipara,  aged  twenty  years,  was  married  on  February 
2,  1903,  menstruated  last  on  April  4,  1903,  and  expected  to 
be  confined  on  January  9,  1904.  Pregnancy  progressed 
smoothly  until  the  occurrence  of  vulvar  pruritus  in  No- 
vember, 1903.  Examination  of  the  urine  made  by  Dr.  Dana 
at  the  date  last  named  gave  normal  results,  neither  albumin 
nor  sugar  being  present.  On  December  20,  1903,  the 
patient  complained  of  specks  before  the  eyes  and  dizziness. 
The  urine  was  again  examined  and  found  to  contain  a  trace 
of  albumin.  On  December  28,  1903,  edema  of  the  feet, 
pufliness  of  the  eyelids,  beginning  coma,  and  total  bUndness 
supervened.  The  dropsy  increased,  the  coma  deepened,  and 
the  patient  remained  Wind  until  January  1,  1904,  on  which 
day  at  10  a.m.  the  first  convulsive  twitching  occurred.  An 
hour  later  I  saw  the  patient  with  Dr.  Dann,  who  had  ex- 
hausted all  the  usual  resources  in  attempts  to  dispel  or 
lessen  the  uremia. 

The  patient's  mental  condition  varied  between  stupid 
semiconsciousness  and  muttering,  active  delirium.  She  was 
totally  blind,  with  labored  breathing,  full,  soft  pulse,  and 
temperature  but  slightly  above  the  normal.  The  abdomen 
was  of  unusually  large  size  even  for  a  nine  months'  gestation; 
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the  dimensions  of  the  patient  were  suggestive  of  hydramnios 
or  twins.  The  lower  extremities,  the  abdominal  walls,  and 
the  back  were  dropsical  in  the  extreme,  while  the  upper 
extremities  and  face  were  only  slightly  edematous.  Fetal 
movements,  though  not  vigorous,  could  be  plainly  felt,  and 
the  fetal  heart  sounds  were  clear,  distinct,  and  regular.  The 
cervix  was  tightly  closed  and  there  was  not  the  slightest 
indication  of  beginning  labor.  During  the  twenty-four  hours 
preceding  my  first  \isit  the  patient  had  voided  in  all  360  c.c. 
of  urine  containing  four-tenths  of  1  per  cent,  of  urea,  making 
a  total  output  of  only  1.44  gm.  of  urea  in  twenty-four  hours. 
During  our  examination  a  second  general  twitching  occurred. 

Renal  decapsulation  was  offered  the  family  and  friends 
of  the  comatose  patient  as  the  most  certain,  prompt,  and 
efficacious  measure  to  increase  the  urea  output,  and  thus 
to  avert  impending  death  from  uremia.  The  offer  was 
accepted,  and  hurried  preparations  were  at  once  made  for 
operation  at  the  home  of  the  patient. 

The  operation  was  performed  on  January.  1,  1904,  at 
11.30  A.M.,  Dr.  Thomas  L.  Bennett  administering  chloro- 
form and  Drs.  AY.  G.  Vincent  and  S.  W.  Adams  assisting. 
On  account  of  the  enormous  size  of  the  abdomen,  and  of 
the  danger  of  injuring  the  fetus  by  pressure,  the  lateral 
decubitus  was  the  only  po.sition  available.  The  left  kidney 
v.'as  first  operated  upon,  the  patient  lying  on  the  right  side. 
The  extreme  dropsy  of  the  back,  by  increasing  the  depth 
of  the  wounds,  and  the  convulsive  twitchings  of  the  patient 
even  under  chloroform  made  the  work  rather  more  difficult 
than  usual.  The  left  kidney  was  increased  in  volume  to 
about  50  per  cent,  above  the  normal.  The  capsule  proper 
was  found  thick,  strong,  and  loosely  gathered  or  wrapped 
around  the  kidney.  It  was  so  loose  indeed  as  to  be  slightly 
corrugated,  and  it  could  be  pinched  up  in  folds.  There  was 
no  bleeding,  not  even  oozing,  from  the  kidney  surface  on 
stripping  off  the  capsule,  although  the  hemorrhage  in  cutting 
through  the  abdominal  parietes  had  been  unusually  free. 
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This  hemorrhage,  by  the  way,  was  purposely  encouraged, 
and  was  only  checked  when  it  was  judged  that  a  sufficient 
amount  of  blood  had  been  lost  to  confer  on  the  patient  the 
benefits  of  a  moderate  venesection.  The  capsule  was 
separated  from  the  kidney  over  the  entire  surface  of  the 
latter,  and  was  excised  in  Mo.  The  kidney  surface  after 
removal  of  the  capsule  presented  everywhere  a  dirty-gray, 
turbid,  sluggish,  and  stagnant  appearance,  the  entire  organ 
being  choked  with  inflammatory  exudate. 

After  completion  of  operation  upon  the  left  kidney  the 
patient  was  turned  upon  the  left  side,  the  right  lumbar 
region  was  rendered  aseptic,  and  incision  was  made  down 
upon  the  right  kidney.  The  right  kidney  and  its  capsule 
were  found  in  identical  condition  with  that  recorded  for  the 
left  kidney,  except  that  the  right  kidney  was  not  quite  as 
large  as  the  left.  Operation  upon  the  right  side  was  easier 
than  on  the  left,  the  right  kidney  being  readily  delivered 
well  into  the  wound,  while  the  left  kidney  wfiich  could  not 
be  so  delivered  had  proved  more  difficult  of  access.  The 
operation  upon  the  left  kidney  required  fifteen  and  that  upon 
the  right  fourteen  minutes.  Altogether,  including  the  time 
required  for  wasliings  and  posturings,  the  patient  was  under 
the  anesthetic  for  forty-five  minutes.  At  the  conclusion  of 
operation  the  patient  was  returned  to  bed  in  good  condition. 
The  operative  diagnosis  was  right  and  left  acute  or  subacute 
parenchymatous  nephritis. 

During  the  twenty-four  hours  following  operation  there 
was  almost  complete  suppression  of  urine,  only  30  c.c.  of 
gelatinous,  semisolid,  coffee-colored  urine  being  obtained 
by  catheter.  Notwithstanding  this,  the  patient's  condition 
changed  visibly  for  the  better.  During  the  same  twenty-four 
hours  of  suppression  following  operation,  the  general  restless- 
ness and  delirium  disappeared,  there  were  no  further  twitch- 
ings  or  convulsions,  sight  was  restored  following  four  days 
of  total  blindness,  and  the  patient  was  able  to  recognize 
those  around  her.     At  the  end  of  twentv-four  hours  after 
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operation  the  urine  began  to  flow  freely,  1000  c.c.  being 
drawn  by  catheter  and  a  great  deal  more  being  voided  into 
bed  during  the  second  twenty-four  hours  following  operation, 
while  the  improvement  of  the  patient's  general  symptoms 
became  more  and  more  marked  and  her  condition  no  longer 
gave  rise  to  immediate  anxiety. 

The  next  event  of  importance  was  the  spontaneous  com- 
mencement of  labor  forty-eight  hours  after  operation.  The 
beginning  of  cervical  dilatation  at  10  a.m.  of  January  3, 
1904,  was  marked  by  a  slight  convulsion  quickly  controlled 
by  chloroform.  At  10.30  a.m.  and  at  11  a.m.  two  further 
slight  twitchings,  the  last  in  the  history  of  the  case,  occurred. 
They  were  regarded  as  the  response  of  the  nervous  system, 
still  very  susceptible  by  reason  of  uremic  intoxication,  to 
the  ushering  in  of  the  parturient  act.  They  gave  rise  to  no 
anxiety,  as  the  patient's  condition  was  otherwise  satisfactory. 
At  1  P.M.,  the  fetal  heart  sounds  ha\ang  all  along  remained 
distinct,  and  the  cei"vix  havirj  spontaneously  dilated  to  a 
sufficient  degree,  the  forceps  wc-e  applied  to  the  presenting 
head,  and  a  male  child  weighing  2640  c.c.  was  dehvered. 
The  partly  asphyxiated  child  was  re\'ived  by  assiduous  work 
on  the  part  of  Dr.  Dann.  An  examination  of  the  woman 
now  showed  a  second  head  presenting.  The  fetal  heart  sounds 
remained  clear.  After  a  short  period  of  rest  for  the  mother 
and  a  Httle  time  granted  for  spontaneous  birth,  it  was  thought 
advisable  in  the  interests  of  the  second  child  to  deliver. 
The  forceps  were  applied  to  the  head  of  the  second  child, 
and  delivery  was  effected  at  about  3  p.m.  The  second  child, 
of  the  same  sex  and  weight  as  the  first,  was  born  alive,  but 
breathed  only  a  few  times  after  its  birth,  all  efforts  at  resus- 
citation failing.  The  two  placentae  were  next  delivered, 
after  which  the  uterus  contracted  firmly  and  satisfactorily. 
The  dressings  of  the  lumbar  wounds,  which  had  become 
disarranged  during  labor  and  as  a  consequence  of  the 
immense  shrinkage  in  size  of  the  abdomen,  were  changed 
and  the  patient  was  allowed  a  much-needed  rest.    She  slept 
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a  natural  sleep  for  the  greater  part  of  the  twenty-four  hours 
after  deUverj-,  and  awoke  a  changed,  bright  woman,  in  full 
possession  of  all  her  faculties. 

The  further  progress  of  the  case  was  uneventful.  There 
was  no  recurrence  of  twitchings  or  of  any  unfavorable 
symptom,  and  the  remaining  edema  rapidly  disappeared. 
During  the  four  or  five  days  immediately  following  delivery 
a  perfect  deluge  of  urine,  loaded  with  casts  of  all  kinds,  and 
containing  albumin  in  quantities  varjing  between  0.05  and 
0.6  per  cent.,  came  down  from  the  kidneys.  The  urine, 
mi.xed  with  blood  and  the  locliial  discharges,  was  not  in 
favorable  condition  for  satisfactory  examination.  INIuch  of 
the  urine  also  was  lost  with  the  fecal  discharges,  which  were 
abundant  and  frequent  for  some  days.  The  e.xact  daily 
amount  of  urine,  therefore,  could  not  be  determined  with 
anything  like  precision.  Three  days  after  operation,  from 
January  5  to  6,  the  amount  of  urine  voided  in  twenty-four 
hours,  as  estimated  by  the  nurse,  was  not  less  than  6800  c.c. 
One  uncontaminated  specimen  of  no  less  than  1680  c.c, 
obtained  at  a  single  catheterization  on  January  6,  was 
submitted  to  careful  analysis,  with  the  following  result: 
specific  gravity,  1016;  total  solids  in  this  one  voiding,  60.6.3 
gm. ;  urea,  1.3  per  cent. ;  total  urea,  in  one  voiding,  21.84  gm. ; 
albumin,  0.6  per  cent.;  numerous  hyaline,  epithehated,  fine 
and  coarse  granular  casts,  many  of  the  latter  with  fat  droplets; 
a  few  waxy,  epithelial,  blood  and  mixed  casts;  numerous 
isolated  red  blood  cells;  moderately  frequent  leukocjies; 
numerous  renal  cells. 

The  output  of  solids  and  of  urea  during  the  first  days 
after  operation  was  simply  enormous.  Presuming  that  the 
specific  gravity  and  the  urea  percentage  above  noted  for. a 
single  voiding  apply  to  the  entire  quantity  estimated  to  have 
been  passed  during  the  third  day  after  operation,  we  have 
an  output  for  the  third  twenty-four  hours  after  operation 
of  no  less  than  253.5  gm.  of  solids  and  of  88.4  gm.  of  urea. 
By  the  end  of  a  week  after  operation  the  daily  excretion 
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of  solids  and  urea  had  gradually  returned  to  about  the 
normal.  Owing  to  the  presence  of  the  lochial  discharges 
and  to  unwdlhngness  to  draw  all  of  the  urine  by  catheter, 
a  full  and  vahd  twenty-four  hours'  specimen  of  urine  was  not 
obtained  for  examination  until  January  14.  Prior  examina- 
tions of  single  voidings  obtained  by  catheter  showed  a  steady 
diminution  from  day  to  day  of  the  amount  of  albumin  and 
of  the  number  and  variety  of  casts.  Examination  of  a  full 
twenty-four  hours'  specimen,  made  January  14,  1904,  gave 
the  following  result:  total  quantity  of  urine,  .5000  c.c. ; 
specific  gravity,  1011;  total  soUds,  128.15  gm.;  urea,  0.3  per 
cent.;  total  urea,  15  gm.;  albumin,  a  marked  trace;  sugar, 
none;  casts:  occasional  hyaline  and  granular,  rarely 
waxy;  red  and  white  cells,  due  to  contamination  with 
lochia. 

On  January  31,  1904,  the  total  amount  of  urine  was 
1700  c.c;  specific  gravity,  1015;  total  soHds,  59.42  gm.; 
total  urea,  11.9  gm. ;  albumin,  a  faint  trace;  rarely  a  hyaline 
cast;  a  few  mucous  cyhndroids;  no  renal  elements;  still 
some  lochial  cells.  An  examination,  made  April  9,  1904, 
showed  the  urine  to  be  practically  normal;  no  albumin,  no 
casts,  a  few  mucous  cyhndroids,  no  renal  elements. 

The  progress  of  improvement  in  the  patient's  general 
condition  kept  pace  with  that  of  the  urine.  At  no  time 
after  delivery  was  there  any  cause  for  anxiety.  The  puer- 
perium  ran  a  normal  course.  Both  lumbar  incisions  healed 
by  primary  union  throughout,  in  spite  of  much  unavoidable 
disturbance  of  the  dressings  during  labor  and  immediately 
afterward.  Three  weeks  after  operation  the  patient  left  her 
bed,  and  a  week  later  resumed  her  duties  in  life. 

Last  report,  May  14,  1904,  four  and  a  half  months  after 
operation.  Patient  has  nursed  her  child  continuously  from 
its  birth  to  date  of  report.  jNIother  and  child  are  enjoying 
most  excellent  health;  the  child  weighs  9 V  kg.  Examination 
of  the  mother's  urine  gives  the  following  results:  total 
quantity  voided   in   twenty-four  hours,    1950  c.c;  specific 
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gravity,  1012;  total  solids,  54.52  gm.;  total  urea,  21.45  gm.; 
no  albumin;  an  occasional  hyaline  cast. 

The  case  just  narrated  speaks  for  itself.  Further  comment 
appears  unnecessary,  and  further  valid  deductions  cannot 
be  drawn  from  a  single  case.  One  fact  stands  forth  promi- 
nently as  absolutely  proven  and  firmly  established  by  the 
case,  namely,  that  renal  decapsulation  can  arrest  the  progress 
of  uremia  and  of  puerperal  convulsions  of  renal  origin  in 
the  undelivered  woman.  The  deduction  is  self-e^adent.  The 
production  of  abortion  and  the  induction  of  premature 
labor,  with  all  that  those  procedures  imply  for  mother  and 
child,  need  not  henceforth  be  our  only  ultimate  resources 
in  the  treatment  of  puerperal  eclampsia. 


DISCUSSION. 


Dr.  Henry  D.  Fry. — I  think  under  proper  supervision  and 
care  that  puerperal  eclampsia  ought  not  to  occur  in  obstetric 
practice.  If  this  case  had  received  proper  supervision  it  would 
not  have  reached  the  stage  where  Dr.  Edebohls  would  have 
been  called  upon  to  perform  renal  decapsulation.  It  also  accent- 
uates the  importance  of  not  reljing  too  much  upon  the  amount 
of  albumin,  or  the  presence  or  absence  of  it,  in  threatened 
eclampsia.  In  this  case,  when  there  were  decided  indications 
of  toxemia  there  was  very  little  albumin,  and  later,  after  the 
to.xemic  condition  became  much  more  marked,  albumin  in- 
creased. If  examination  at  that  time  had  been  made  as  to  the 
amount  of  urea  and  total  solids,  I  am  sure  it  would  have  de- 
monstrated marked  insufficiency  of  the  kidney  action,  and 
that  in  this  case,  like  all  such  serious  ones  that  do  not  jield 
to  proper  treatment,  the  uterus  ought  to  be  emptied  and  the 
patient  prevented  from  going  into  the  condition  of  eclampsia. 

In  a  lying-in  hospital  with  which  I  am  associated  eclampsia 
is  still  the  principal  cause  of  death,  because  we  get  the  cases 
that  are  neglected.  Over  half  of  them — yes,  three-quarters  of 
them  I  might  say — are  of  the  negro  population,  and  50  per 
cent,  are  in  labor  when  thev  are  brought  in,  so  that  thev  have 
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had  no  preparation  or  supennsion — no  examinations  of  the 
urine  made — so  that  eclampsia  is  the  principal  cause  of  death. 

I  am  very  glad  to  know  of  any  remedy  for  these  desperate 
cases  which  will  offer  a  chance  of  curing  them.  In  Dr.  Ede- 
bohls'  first  case  I  do  not  think  that  the  value  of  the  operation 
was  as  well  demonstrated  as  in  the  second  case.  In  the  first 
case  the  uterus  was  emptied  very  soon  afterward  and  before 
there  was  much  improvement,  so  that  we  cannot  say  whether 
the  cure  in  that  case  resulted  from  the  uterus  ha\-ing  been 
emptied  or  from  decapsulation  of  the  kidney.  These  cases  do 
improve  rapidly  as  soon  as  the  uterus  has  been  emptied,  but  in 
the  recent  case  which  Dr.  Edebohls  has  reported  it  shows  very 
strongly  that  there  may  be  value  in  the  operation.  In  the  first 
place,  it  is  one  of  the  most  serious  forms  of  eclampsia  that  occurs 
before  labor,  and  after  the  operation  there  was  decided  improve- 
ment in  this  case  in  the  quantity  of  urine  passed  and  amount 
of  solids.  The  brain  symptoms  cleared  up,  and  I  think  it  was 
forty-eight  hours  before  labor  set  in.  It  showed  the  value  of 
decapsulation  of  the  kidney,  and  with  the  second  case  which 
Dr.  Edebohls  has  reported  I  certainly  feel  enough  confidence 
to  be  inclined  to  do  renal  decapsulation  in  these  desperate 
cases  that  have  failed  to  yield  to  other  methods  of  treat- 
ment. 

Dr.  Hiram  N.  Vineberg. — I  would  Hke  to  ask  Dr.  Edebohls 
one  or  two  questions.  First,  considering  that  the  capsules  in  both 
cases  were  too  large  for  the  kidneys,  and  there  was  absolutely  no 
pressure  evidence  whatever,  how  he  would  explain  the  improve- 
ment on  that  score  ?  Second,  he  tells  us  that  there  was  improve- 
ment in  the  patient's  condition  in  spite  of  the  fact  that  the  kid- 
neys did  not  act  any  more  freely  than  they  did  before;  that  is, 
the  amount  of  urine  passed  during  the  first  thirty-six  hours  after 
operation  was  no  more  than  it  was  prior  to  the  operation,  con- 
sequently the  kidneys,  so  far  as  we  know,  did  not  act  any  better, 
still  the  patient  improved.  May  we  not  account  for  the  improve- 
ment in  the  patient's  condition  from  the  fact  that  she  bled  freely 
during  the  operation?  Of  course,  improvement  that  occurs 
after  delivery  cannot  be  taken  as  improvement  after  the  oper- 
ation. We  well  know  how  rapid  the  improvement  may  be  after 
dehvery,  and  we  have  all  seen  cases  in  which  there  had  been 
almost  total  suppression  of  urine  pass  several  pints  of  limpid 
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urine  during  the  first  twenty-four  hours  following  emptjdng  of 
the  uterus. 

Dr.  Edwin  B.  Ceagin. — This  is  an  instructive  case  of  Dr. 
Edebohls',  and  I  must  confess  that  although  I  see  many  cases  of 
eclampsia  I  do  not  remember  to  have  seen  any  that  have  cleared 
up  as  markedly  before  delivery  under  any  medical  treatment 
or  any  procedure  we  have  employed  at  the  Sloane  Maternity. 
The  result  in  Dr.  Edebohls'  case  speaks  well  for  the  operation. 

I  was  going  to  ask  him  the  same  question  Dr.  Vineberg  has 
asked,  namely,  whether  venesection  really  did  not  have  as  much 
to  do  with  the  improvement  in  the  case  as  the  decapsulation 
of  the  kidney.  Occasionally  we  see  marked  improvement  after 
venesection,  and  that  is  a  point  to  be  borne  in  mind. 

Two  or  three  other  facts  have  to  be  remembered  in  the  treat- 
ment of  eclampsia.  In  the  first  place,  of  the  last  thirteen  deaths 
we  have  had  at  the  Sloane  Maternity  Hospital  there  were  five 
in  which  the  lesion,  as  proven  by  autopsy,  was  chiefly  in  the  liver, 
and  altliough  Dr.  Edebohls  limits  his  operation  to  cases  of  renal 
origin,  it  is  very  difficult  to  decide  beforehand  whether  the  lesion  is 
chiefly  in  the  kidney  or  not.  In  some  of  the  remaining  eight  of  that 
thirteen  the  fiver  was  badly  affected,  perhaps  with  hemorrhages 
into  the  organ.  When  we  reduce  thirteen  deaths  by  five  which 
we  know  by  autopsy  were  largely  due  to  hemorrhages  into  the 
liver  and  disorganization  of  that  organ,  it  leaves  eight  to  be 
explained  from  multiple  causes.  Of  this  number  I  have  a  few 
notes,  from  the  hospital  records,  stating  the  deaths  as  they  oc- 
curred. One  was  from  an  extensive  laceration  of  the  cer^^x 
produced  by  accouchement  force  with  profuse  hemorrhage;  two 
died  from  shock,  one  from  cerebral  apoplexy,  and  four  from 
toxemia.  It  will  thus  be  seen  that  we  have  only  eight  out  of 
thirteen  cases  in  which  renal  decapsulation  would  in  any  way 
be  suitable  according  to  the  indications  applied  by  Dr.  Edebohls, 
and  probably  only  in  the  four  dying  of  toxemia  would  he  con- 
sider the  operation  advisable.  I  think  it  is  possible  that  in  a 
case  in  which  the  kidney  was  chiefly  the  organ  at  fault  it  would 
be  justifiable  to  try  decapsulation.  I  do  not  mean  to  say  that 
this  was  good  treatment  for  this  woman.  Personally,  I  should 
say  it  was  bad  treatment  for  a  woman  as  near  term  as  she  was 
to  be  subjected  to  the  operation  of  decapsulation  of  the  kidney 
before  emptjing  the  uterus.  When  the  labor  was  easily  in- 
Gyn  Soc  10 
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duced,  as  it  probably  would   have  been  in  Dr.  Edebohls'  case,   tj, 
personally  I  should  bring  on   labor  or  empty  the  uterus  by 
accouchement  ioTc€,  and  see  what  the   result  of  emptying  the 
uterus  would  be. 

I  would  like  to  have  Dr.  Edebohls  take  a  case  about  six  months 
or  seven  months  advanced  in  pregnancy,  with  convulsions,  then 
decapsulate  the  kidneys,  and  let  us  know  what  the  results  are, 
whether  it  will  enable  these  women  to  go  to  term  without  , 
any  more  convulsions,  and  without  any  other  treatment  than 
renal  decapsulation. 

The  case  he  has  put  on  record  is  remarkable.  When  a  woman 
has  improved  as  much  as  this  one  did  before'  labor  the  treatment 
carried  out  certainly  deserves  marked  and  careful  consideration. 

Dr.  Robert  L.  Dickinson. — I  would  like  to  ask  Dr.  Ede- 
bohls whether  in  these  very  difficult  cases  found  in  tenement- 
houses,  handicapped  as  one  would  be  by  insufficient  assistance 
and  outfit,  any  lesser  measure,  such  as  free  incision  of  the  cap- 
sule longitudinally  and  transversely,  would  give  relief  at  all 
commensurate  with  renal  decapsulation? 

Dr.  Edw.\rd  p.  Davis. — Dr.  Edebohls'  cases  are  of  extreme 
interest,  but  the  second  case  is  less  conclusive  in  favor  of  the 
operation  than  the  first,  in  my  opinion,  as  so  many  things  hap- 
pened in  the  second  case,  and  so  many  things  can  turn  the  tide 
of  approaching  eclampsia.  In  the  first  place,  eclampsia  being 
recognized  as  of  toxemic  origin  has  its  natural  history.  If  a 
patient  can  be  tided  over  for  a  short  time  labor  will  come  on,  and 
if  the  uterus  is  emptied  in  a  certain  number  of  cases  recovery 
will  ensue.  Those  who  die,  die  from  cerebral  apoplexy,  tox- 
emia, shock,  and  pneumonia.  In  this  case,  while  some  improve- 
ment ensued,  still,  emptying  of  the  uretus,  in  my  judgment,  had 
quite  as  much  to  do  with  it  as  the  operation  of  decapsulation 
of  the  kidney.  The  capsules  of  the  kidneys  were  not  tight. 
There  was  no  glaucoma  of  the  kidney,  so  to  speak.  In  this 
connection  I  desire  to  call  attention  to  a  case  reported  from 
abroad,  where  a  w-oman  died  in  eclampsia,  and  at  the  autopsy 
double  glaucoma  of  the  kidney  was  found.  The  writer  raised 
the  question  as  to  whether  Edebohls'  operation  would  have 
been  suitable  in  that  case;  yet  Dr.  Edebohls,  in  his  case,  had 
both  kidneys  loose  and  no  glaucomatous  condition. 

While  I  am  interested  in  renal  decapsulation,  and  would  not 
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hesitate  to  perform  it  if  a  suitable  case  presents  itself,  I  feel,  as 
Dr.  Cragin  has  said,  that  had  the  case  reported  come  under  my 
care  I  should  not  have  thought  of  renal  decapsulation.  I  should 
have  treated  the  case  bv  stimulating  the  exeretorj-  processes,  and 
then,  if  necessary  to  induce  labor,  emptied  the  uterus.  I  have 
seen  in  my  own  experience  Cesarean  section  followed  by  extra- 
ordinary improvement  in  the  excretion  of  the  patient,  although 
the  Cesarean  section  had  nothing  to  do  practically  with  the 
excretory  process,  yet  the  profound  anesthetization  of  the 
eclamptic  woman  brought  about  an  improvement  in  the  excre- 
tion of  urine.  So  many  things  obtain  in  eclampsia  at  times 
that  it  is  questionable  which  brought  about  the  improvement 
in  Dr.  Edebohls'  case,  venesection  or  decapsulation  of  the  kid- 
ney. Cases  such  as  Dr.  Cragin  has  suggested  would  be  more 
suitable  for  a  fair  test  of  this  operation. 

Dr.  Edebohls. — Had  I  in  my  paper  discussed  or  criticized  ex- 
isting methods  of  treatment  of  puerperal  eclampsia  a  great  deal  of 
the  criticism  that  has  been  brought  against  renal  decapsulation 
would  be  justly  in  place.  I  am  not  discussing,  however,  any 
method  of  treatment  at  present  in  vogue  for  puerperal  eclampsia. 
I  am  simj)ly  trying  to  add  to  the  resources  of  the  obstetrician  in 
the  management  of  puerperal  eclampsia  another  aid  in  cases 
in  which  the  resources  at  present  at  our  command  fail.  We 
know  that  they  do  fail  in  many  cases,  because  such  failures 
are  reported  by  all  authorities,  and  the  mortality  from  puer- 
peral eclampsia  varies  from  10  to  25  per  cent.  There  is  room 
for  improvement  in  the  treatment  of  an  affection  in  which  such 
a  mortality  obtains.     ■ 

Dr.  Da\is,  in  contradistinction  to  Dr.  Fry,  has  correctly 
grasped  the  relative  importance  of  the  two  cases  which  I  have 
reported.  The  first  was  the  more  important.  In  that  case 
puerperal  eclampsia,  which  stopped  two  days  after  forced  de- 
livery, and  then  recurred,  gave  the  indication  for  renal  decap- 
sulation. In  that  case,  of  course,  we  had  no  further  chance  to 
relieve  the  eclampsia  or  improve  it  by  emptying  the  uterus,  as 
that  had  already  been  done. 

There  are  a  great  many  questions  in  connection  with  the 
entire  subject  of  renal  decapsulation  which  I  cannot  answer  at 
present,  and  which  I  scarcely  expect  to  be  able  to  answer  during 
my  lifetime. 
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How  can  we  explain  the  immediate  good  effects  in  this 
case,  for  instance?  Although  no  urine  was  secreted  in  the 
twenty-four  hours  following  renal  decapsulation,  the  patient's 
general  condition  during  that  time  changed  for  the  better  to 
such  an  extent  that  there  was  no  further  cause  for  anxiety  on 
her  account.  She  lost  much  blood  from  the  parietal  vessels. 
Perhaps  this  liberal  loss  of  blood  had  a  great  deal  to  do  with 
the  good  effect.  The  explanation  of  the  immediate  good  effects 
of  renal  decapsulation  is  at  present  not  too  clear;  it  is  still  an 
empirical  procedure,  and  experimentation  on  animals  may  teach 
us  more  about  it.  The  immediate  good  effects  of  renal  decapsu- 
lation may  be  due  in  part  to  the  massage  of  the  kidney  which 
necessarily  accompanies  the  operation.  Furthermore,  undoubt- 
edly the  abstraction  of  the  blood  directly  from  the  kidney  which 
accompanies  the  operation  has  a  good  effect.  This  explanation, 
however,  does  not  obtain  in  the  case  just  narrated,  in  which  not 
a  drop  of  blood  was  lost  from  the  kidney  itself.  Nor  can  the 
good  effects  be  ascribed  in  this  instance  to  the  relief  of  renal 
tension.  The  capsule  was  loose  and  could  be  pinched  up  in 
large  folds.  In  cases  of  chronic  Bright's  disease,  at  least 
in  the  vast  majority  of  cases  upon  which  I  have  operated, 
no  tension  of  the  capsule  has  been  encountered.  I  have 
seen  it  in  acute  hemorrhagic  nephritis  following  infection, 
where  the  kidney  was  immensely  swollen  and  the  capsule 
tightly  stretched  over  it.  We  will  have  to  await  the  expla- 
nation of  the  good  effects  that  undoubtedly  have  occurred  in 
my  two  cases  of  puerperal  eclampsia  until  we  know  how  to 
explain  the  good  effects  that  follow  renal  decapsulation  in 
general. 

Dr.  Cragin  last  year,  when  I  presented  my  first  case,  told 
you  that  at  the  Sloane  Maternity  they  had  twenty-nine  cases 
of  puerperal  eclampsia,  with  but  one  death.  Those  are  by 
far  the  best  statistics  that  are  available,  and  I  have  not  seen* 
anything  anywhere  to  approach  them. 

Dk.  Cragin. — Thirteen  deaths  in  seventy-three  cases,  and 
if  I  may  answer  Dr.  Edebohls,  I  will  say  that  in  our  service 
before  the  meeting  last  year  we  had  lost  nine  cases  out  of  seventy- 
three  of  puerperal  eclampsia.  This  was  last  year.  Out  of  the 
last  seventy-three  cases  we  have  lost  thirteen,  instead  of  nine,  as 
reported  at  the  meeting  of  last  year. 
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Dr.  Edebohls  (resuming).  —  The  position  taken  by  Dr. 
Cragin  that  the  condition  of  the  Hver  is  the  direct  cause  of 
eclampsia  in  very  many  cases  is  to  us  a  new  thing.  Of  course, 
we  all  know  that  in  deaths  from  eclampsia  changes  in  the  liver 
are  nearly  always  found  associated  with  changes  in  the  kidneys 
and  in  many  other  organs.  That  the  hepatic  changes  are  in 
themselves  a  frequent  cause  of  puerperal  eclampsia  remains  to 
be  proven. 

Dr.  Cragin  asks  that  the  kidneys  of  a  woman  seven  months 
pregnant  and  suffering  with  eclampsia  be  decapsulated,  with  a 
view  to  enabling  her  pregnancy  to  go  to  term.  That  is  just 
the  sort  of  case  I  have  long  been  looking  for.  Unfortunatelj',  my 
obstetric  practice  and  facilities  are  limited.  In  fact,  this  is  the 
only  case  of  puerperal  eclampsia  I  have  seen  since  our  last 
meeting,  and  I  should  very  much  like  to  have  a  woman  preg- 
nant five  or  six  months,  with  puerperal  eclampsia,  for  the  pur- 
pose o"  decapsulating  the  kidneys  and  seeing  what  the  result 
would  be  as  regards  continuance  of  pregnancy.  I  trust  that 
one  of  our  Fellows  with  large  obstetric  experience  will  .soon 
be  able  to  report  such  a  case. 

Dr.  Dickinson  asked  whether  renal  decapsulation  for  puer- 
peral eclampsia  could  be  done  in  tenement-houses.  The  opera- 
tion reported  to-day  was  done  in  a  tenement-house. 

Dr.  Davis  spoke  of  several  other  things  which  may  have  had 
something  to  do  with  the  good  result  in  this  case,  mentioning 
among  other  things  the  anesthetic.  This  woman  had  been 
profoundly  anesthetized  two  or  three  times  prior  to  the  oper- 
ation, without  any  favorable  influence  upon  her  eclampsia. 


PRIMAEY  REPAIR  OF  LACERATIONS  OF  THE 
CERVIX  UTERI. 


By  Edward  P.  Davis,  M.D., 

Philadelphia. 


The  necessity  for  immediately  closing  extensive  lacera- 
tions of  the  cervix  accompanied  by  hemorrhage,  and  the  fact 
that  good  union  followed  in  many  of  these  cases,  led  me  to  in- 
vestigate the  immediate  closure  of  the  cervix  for  considerable 
laceration  without  hemorrhage. 

Experience  in  fifty-three  cases  has  led  to  the  following 
conclusions:  ^Vhen  the  patient  is  not  infected  and  when 
the  tissues  have  not  been  subjected  to  sufficient  violence  to 
threaten  necrosis,  and  laceration  of  the  cervix  one-half  inch 
or  more  in  extent  is  present,  primary  closure  has  been  fol- 
lowed in  our  experience  with  good  results.  These  cases 
usually  occur  in  primipara;,  where  resistance  in  the  soft  parts 
occasions  sufficient  delay  and  fatigue  to  require  delivery  by 
forceps.  They  are  also  seen  in  cases  of  premature  labor, 
whether  spontaneous  or  induced,  where  the  cervix  is  not 
physiologically  softened  for  perfect  dilatation.  They  are 
also  found  in  patients  having  spontaneous  labor  with  very 
strong  expulsive  efforts  and  with  large  children.  Naturally 
those  cases  in  which  the  mechanism  of  labor  is  abnormal 
through  posterior  rotation  of  the  occiput,  face  presentation 
or  breech  presentation,  predispose  to  laceration  of  the  cervix. 

\^^lile  primary  closure  of  laceration  of  the  cervix  is  indi- 
cated in  the  conditions  just  described,  certain  conditions  are 
necessary  for  its  successful  performance.    The  operator  must 
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be  accustomed  to  operating  upon  the  cervix.  He  must  place 
his  patient  at  the  moment  of  dehvery  or  afterward  in  a  suit- 
able position  for  operation,  where  a  good  light  is  obtained 
and  where  aseptic  conditions  can  be  maintained.  He  must 
have  at  his  disposal  the  necessary  facilities  for  asepsis,  anes- 
thesia, and  the  necessary  assistants.  Practitioners  who  are 
accustomed  -to  deliver  patients  upon  a  low  and  inconvenient 
bed,  without  suitable  appliances  for  aseptic  operations,  and 
without  necessary  assistants,  should  not  undertake  the 
primary  closure  of  the  lacerated  cer^TX. 

The  technic  of  the  operation  consists  in  thoroughly 
cleansing  the  cervix  and  vagina  with  an  antiseptic  solution, 
and  should  hemorrhage  from  the  body  of  the  uterus  be  pro- 
nounced, the  operator  must  delay  until  the  womb  contracts 
or  must  tampon  the  cavity  of  the  uterus  with  sterile  or  anti- 
septic gauze.  The  lips  of  the  cervax  may  be  grasped  at  the 
central  point  by  tenacula,  or  one  strong  tenaculum  may  grasp 
both  lips  together  in  the  center.  Loose  ends  of  tissue  should 
be  removed  by  scissors,  the  cervix  should  be  dra^Ti  strongly 
to  one  side  by  the  tenacula  and  held  by  an  assistant.  The 
vaginal  walls  are  retracted  by  the  fingers  of  an  assistant 
or  by  a  retractor,  and,  beginning  at  the  upper  extremity  of 
the  laceration,  stitches  of  chromicized  catgut  No.  2  are  in- 
serted, passing  to  the  mucous  membrane  of  the  cervix,  but, 
if  possible,  avoiding  it.  These  stitches  are  inserted  one- 
eighth  of  an  inch' apart  and  are  firmly  tied.  They  should 
extend  to  within  one-eighth  of  an  inch  of  the  termination  of 
the  tear.  The  mistake  should  not  be  made  of  attempting  to 
close  completely  the  external  portion  of  the  laceration ;  this 
will  heal  spontaneously.  The  remaining  laceration  is  closed 
in  the  same  manner,  and  the  operator  may  then  proceed  to 
close  the  anterior  and  posterior  segments  of  the  pehac  floor 
if  lacerated.  He  may  leave  the  uterine  tampon  if  the  con- 
dition of  the  uterus  demands  it,  or  it  may  be  removed;  its 
presence  will  not  interfere  with  the  healing  of  the  laceration. 
After  all   lacerations   are   closed   the   vagina  is   thoroughly 
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cleansed  with  an  antiseptic  solution,  the  external  parts  are 
made  antiseptic,  and  external  dressings  are  applied.  The 
after-treatment  of  these  cases  consists  in  careful  external 
antisepsis.  Antiseptic  dressings  should  be  constantly  worn, 
the  external  parts  thoroughly  cleansed  after  the  bladder  and 
bowel  are  emptied.  The  sutures  do  not  require  removal  if 
catgut  is  used,  and  we  have  seen  no  annoyance  to  the  patient 
follow  the  retention  of  catgut  for  several  weeks. 

The  number  of  cases  under  observation  was  53.  In  these 
good  union  occurred  in  45,  fair  union  in  6,  no  union  in  7, 
while  infection  developed  in  none.  In  84.9  per  cent,  the 
operation  was  successful;  in  11.3  per  cent,  it  was  moderately 
successful,  and  in  3.8  per  cent,  the  operation  failed.  The 
percentage  of  infection  was  nil. 

The  following  cases  from  private  records  may  be  taken  as 
typical  of  those  patients  in  whom  the  operation  is  most  likely 
to  do  good:  Primipara,  above  average  age,  had  abdominal 
section  for  infected  ovarian  cyst  following  typhoid.  During 
the  latter  weeks  of  pregnancy  she  developed  acute  polyhy- 
dramnios; premature  rupture  of  the  membranes  with  pre- 
mature labor.  Child  small,  cervix  dilated  slowly,  exliaustion 
threatened  while  head  was  in  the  cervix.  Delivered  by  for- 
ceps; laceration  of  cervix,  immediate  repair,  complete  union. 
Primipara,  muscular,  strong,  highly  nervous;  pains  lessened 
before  rotation  was  complete.  Patient  was  very  sensitive 
to  pain,  tissues  resisting.  Delivered  by  forceps  under  ether. 
Unilateral  laceration  of  cervix,  central  laceration  of  perineum 
extending  to  the  bowel.  Immediate  closure  of  both;  com- 
plete union.  In  the  two  cases  in  which  failure  of  union 
occurred  one  was  closure  of  the  cer^^x  following  embry- 
otomy in  a  patient  who  had  remained  neglected  in  labor 
for  a  long  time. 

Three  objections  are  commonly  urged  against  this  opera- 
tion: First,  that  in  cases  demanding  it  the  tissues  of  the 
cervix  are  so  bruised  and  swollen  that  accurate  approxima- 
tion is  impossible  and  that  union  does  not  occur.     To  this 
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we  reply  that  in  cases  where  neglected  labor  has  persisted  so 
long  that  the  tissues  of  the  birth-canal  are  greatly  swollen 
and  infiltrated,  immediate  closure  of  the  ce^^^LX  or  pehdc 
floor  is  contraindicated.  In  the  hands  of  those  competent 
to  practice  obstetrics,  cases  of  labor  are  not  allowed  to  come 
into  this  condition,  but  are  terminated  by  timely  deliver,'. 

A  second  objection  is  found  in  the  statement  that  lacera- 
tions of  the  cenix  heal  spontaneously  and  hence  that  imme- 
diate repair  is  unnecessary  and  meddlesome.  In  our  expe- 
rience small  lacerations  in  uninfected  tissue  heal  spontane- 
ously. A  laceration  of  one-half  inch  or  more,  and  especially 
lacerations  reaching  nearly  to  the  attachment  of  the  vagina, 
do  not  close  spontaneously. 

A  third  objection  is  that  immediate  closure  narrows  the 
lumen  of  the  os,  and  hence  impedes  the  discharge  of  lochia. 
Those  who  make  this  statement  confuse  the  immediate 
and  secondary  operations.  The  immediate  operation  leaves 
the  cervix  as  large  as  a  recently  dilated  cervix  which  has  not 
been  torn.  In  the  secondary  operation  the  operator  reduces 
the  lumen  of  the  os  at  his  pleasure. 

In  appropriate  cases  in  our  experience  immediate  closure 
of  the  cervix  has  given  no  inconvenience  to  the  mother,  and 
has  been  followed  by  excellent  results.  The  operation  is  not 
advised  for  those  who  do  not  practice  obstetrics  with  good 
surgical  technic  and  who  are  not  competent  to  operate  upon 
the  genital  tract. 


THE  PRACTICE  OF  CERVIX  REPAIR  FIVE  DAYS 
AFTER  DELIVERY. 

By  R.  L.  Dickinson,  M.D., 
New  York  City. 


The  conditions  under  which  the  cervix  should  be  sewed 
at  the  close  of  labor  are: 

1.  Free  bleeding  from  an  empty,  firmly  contracted  uterus, 
not  yielding  to  seizure,  douches,  or  uterine  tamponade.  Here 
a  cervical  artery  is  spurting. 

2.  When  the  injuries  are  clean  cuts,  of  known  location, 
such  as  Diihrrsen  incisions. 

3.  When  an  immediate  perineal  repair  is  under  way  and 
any  considerable  cervix  injury  is  e^adent. 

The  four  conditions  under  which  a  ce^^^x  injury  should 
be  repaired  some  days  after  labor  are: 

1.  Extensive  injuries,  such  as  those  running  out  into  the 
vagina,  or  into  the  corpus  (unless  they  cause  postpartum 
hemorrhage). 

2.  Extensive  injury  to  the  pelvic  floor. 

3.  Exhaustion  of  patient. 

4.  Unfit  surroundings,  or  conditions  precluding  careful 
work. 

In  days  not  long  past  the  family  obstetrician  shirked  search 
and  suture  of  perineal  tears.  He  has  not  yet  faced  his  respon- 
sibility in  the  case  of  cervix  injuries.  The  teacher  of  gyne- 
cology and  obstetrics  must  try  to  impress  the  responsibility 
upon  him  and  make  clear  the  hue  between  that  postpartum 
surgery  of  the  cervix  which  is  unnecessary  and  meddlesome 


R.  L.  DICKINSOiW  155 

and  that  which  is  essential.  Toward  this  end  the  above 
statements  are  submitted. 

In  a  previous  paper  ("The  Best  Time  for  Repairs  of 
Laceration  of  the  Cervix,"  New  York  Medical  Journal  and 
Philadelphia  Medical  Journal,  INIarch  26,  1904)  I  grouped 
the  frozen  sections  and  tabulated  the  measurements  for  the 
period  of  the  lying-in  fortnight.  Thereby  it  is  shown  that 
for  some  three  days  the  folded,  flabby  cervix  squats  on  the 
pelvic  floor,  swollen  and  shapeless.  A  state  of  enormous 
edema,  contusion,  and  ecchymosis  is  normally  present.  The 
lips  measure  5  cm.  (2  inches)  in  length,  and  3  cm.  (1 J  inches) 
in  thickness;  and  this  great  size  is  found  notwithstanding  the 
fact  that  they  form  part  of  a  large  circle.  Abrasions  and 
fissures  give  to  these  surfaces  such  a  flayed  and  ragged 
appearance  that  sure  distinction  between  slight  and  serious 
tears,  or  even  between  raw,  untorn  surface  and  laceration  is 
wellnigh  impossible.    Repair  must  be  partly  guesswork. 

If  immediate  repair  (at  the  close  of  labor)  must  be  done, 
one  seizes  the  circle  in  the  median  line  anteriorly  and  pos- 
teriorly with  tenacula  and  draws  the  cervix  downward.  A 
finger  swept  about  the  cervix  near  the  vaginal  junction 
aids  sight  in  finding  the  deeper  injuries  that  run  nearly  to 
the  vagina. 

One  of  the  double  tenacula  is  then  shifted  so  that  both 
lower  corners  of  the  tear  are  hooked  in  one  grasp,  whereby 
the  sides  of  the  injury  fall  together  and  are  drawn  down- 
ward and  across  and  into  view,  and  readily  sutured,  each 
stitch  swinging  across  in  a  single  bite.  Operating  at  this 
time,  one  is  handicapped  by  the  blood  flow;  by  the  distortion 
spoken  of  above;  by  the  inability  to  anesthetize,  because  the 
consequent  relaxation  of  the  uterus  will  bring  about  blood 
loss,  and  by  the  absence  of  adequate  assistance  and  a  rested 
back. 

In  the  small  class  of  cases  wiiere  the  fifth-day  operation 
is  desirable — and  let  me  emphasize  the  smallness  of  the  class 
— the  conditions  for  repair  are  ideal.    Swelling  has  measur- 
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ably  subsided.  The  parts  are  recognizable  in  contour  and 
consistence.  Ether  can  be  given.  Bleeding  is  slight.  The 
surfaces  are  still  raw  and  ready  to  unite.  The  parts  may  be 
fully  exposed.  The  tissues  are  still  soft.  On  a  table,  in  a 
good  light,  one  can  do  careful  and  unhurried  work. 

As  one  draws  toward  the  tenth  day  a  gauze  sponge  will 
no  longer  suflBce  to  reproduce  raw  surfaces;  the  curet  must 
clean  off  granulations.  After  this  time  one  may  as  well 
postpone  repair  until  the  end  of  lactation.  Then,  however, 
and  for  all  the  later  j'ears,  the  original  injury  may  again  be 
a  matter  of  conjecture.  Eversion,  erosion,  and  contraction 
of  scar  tissue,  chronic  inflammation  or  cysts  may  produce 
changes  that  render  exact  coaptation  not  certain.  Our 
successes  in  late  repair  are,  of  course,  remarkably  constant, 
but  an  occasional  defective  and  asjTiimetric  restoration  shows 
that  this  time  is  not  ideal. 

It  is  understood  that  most  injuries  to  the  cervix  take  rare 
of  themselves.  Very  few  cans?  bleeding  at  the  close  of  labor 
sufficient  to  call  for  immediate  suture.  Most  .hurts  will  be 
discovered  months  or  years  later  in  the  office  of  the  gyne- 
cologist. Therefore  few  will  fall  in  the  di^^sion  which  I  may 
label,  for  convenience,  the  fifth-day  repairs. 

These  will  be  mostly  injuries  found  after  severe  labors. 
They  are  usually  conjoined  with  considerable  injuries  to  the 
peU4c  floor,  and  one  finds  them  in  doing  a  deferred  operation 
on  the  pelvic  floor.  Eventually  the  number  of  fifth-day 
repairs  will  increase,  because  the  cervix  will  be  examined  for 
injury  more  systematically  at  the  close  of  labor  and  some 
days  after,  and  because  repair  of  considerable  injuries  to  the 
pelvic  floor  will  be  more  commonly  deferred  until  several 
days  after  labor.  That  is,  we  shall  have  more  gynecology 
in  our  obstetrics,  and  less  hurried  work  on  major  injuries. 


LACERATION  OF  THE  CERVIX  UTERI. 


By  J.  M.  Baldt,  M.D., 
Philadelphia. 


As  in  most  good  things  which  have  been  proposed  in  this 
world  the  disciples  of  Emmet  have  "  Outheroded  Herod  "  in 
the  matter  of  his  operation  for  repair  of  laceration  of  the 
cervix  uteri,  which  may  be  accepted  as  a  matter  of  course; 
but  what  is  really  surprising  in  the  matter  is  that  they  have 
continued  so  long  in  their  extreme  beliefs  and  the  propaga- 
tion thereof.  In  a  long  experience  with  and  observation  of 
these  lesions,  the  original  views  expressed  by  Emmet  (who 
feared  and  protested  against  extreme  views  as  likely  to  react 
against  an  extremely  useful  procedure)  seem  more  and  more 
to  have  been  warranted.  In  his  very  earliest  remarks  on  the 
subject  he  says:  "Yet  the  fear  is  not  an  idle  one  that  the 
operation,  which  will  accomplish  more  than  can  be  gained  by 
any  other  means  when  employed  within  its  proper  range,  may 
fall  into  disfavor  through  abuse  of  its  practice.  The  opera- 
tion has  been  done  too  often  when  no  necessity  for  doing  it 
has  existed.  .  .  .  The  simple  existence  of  a  fissure  in 
the  cervix  does  not  justify  an  operation  for  its  closure." 
Even  such  an  experienced  pioneer  as  Goodell  came  to  the 
realization  that  he  had  so  abused  the  operation  and  with 
his  usual  candor  admitted  the  fact  and  sounded  a  warning 
against  it. 

Time  has  modified  even  some  of  Emmet's  early  views  in 
this  matter,  and,  according  to  Pryor,  "the  cicatricial  plug, 
which  at  one  time  was  even  thouglit  to  cause  optic  neuralgia 
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as  well  as  other  reflexes,  has  disappeared  in  the  Hght  of  more 
precise  pathology."  No  one  can  examine  a  series  of  sections 
of  the  tissue  removed  from  the  angles  of  these  tears  under 
the  microscope  without  soon  becoming  convinced  of  the 
truth  of  this  observation.  The  vaginal  mucous .  membrane 
covering  it  is  in  all  respects  similar  to  the  healthy  vaginal 
mucous  membrane  covering  the  cervix  which  blends  with 
a  mucous  membrane  in  most  respects  similar  to  that  lining 
the  cervical  canal,  with  little  or  no  difference  in  the  transi- 
tional stages.  The  arrangement  of  the  imderlying  connec- 
tive and  muscular  tissues  differs  little  from'  the  normal,  and 
then  only  in  the  excess  of  connective  tissue,  and  the  point 
which  strikes  one  most  is  the  fact  that  this  small  excess 
above  the  normal  of  connective  tissue  is  no  more  noticeable 
in  the  tissues  taken  from  the  angles  than  it  is  in  the  tissue 
of  every  part  of  the  cervix  obtained  by  amputation  of  that 
organ. 

The  significance  is  clear;  the  connective  tissue  overdevel- 
opment is  not  due  to  the  granulation  tissue  of  the  healing 
angles,  as  was  enunciated  by  Emmet,  but  to  the  inflamma- 
tory deposits  which  have  invaded  the  whole  cervix  through 
its  torn  and  infected  surfaces.  As  a  matter  of  clinical  fact, 
let  the  cer\-ix  uteri  be  torn  as  deeply  as  you  chose,  if  you 
preserve  the  parts  from  infection,  the  greater  part  of  the  tear 
will  heal  spontaneously  and  the  balance  of  it  w411  remain 
perfectly  healthy,  as  much  so  as  tlid  the  lobe  of  the  ear  which 
had  been  torn  through  by  the  weight  and  drag  of  our  great- 
grandmother's  ear-rings;  the  lips  will  remain  uninfiltrated, 
of  normal  size  and  thickness,  with  no  eversions  and  no 
erosion  of  the  lining  mucous  membrane.  In  such  a  case 
there  will  be  no  untoward  symptoms  and  no  bad  effects 
whatever. 

And  herein  lies  the  hint  as  to  the  proper  treatment  of  the 
acute  cases.  There  is  a  tendency  among  obstetricians  to 
repair  these  lacerations  primarily.  The  objections  to  such 
practice  are  manifold,  and  I  admit  a  prejudice  against  it.  The 
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objections  are,  enormously  swollen  lips  and  difficulty  in  a 
proper  adjustment  of  the  surfaces.  Moreover,  the  subsequent 
shrinkage  of  the  tissue  under  the  sutures  is  of  such  an  extent 
as  to  be  uncontrollable  both  for  purposes  of  apposition  and  for 
the  prevention  of  the  invasion  of  infection  between  the  lacer- 
ated surfaces.  The  puncture  points  of  the  needle  bleed  about 
as  freely  as  do  the  torn  surfaces,  in  fact,  oftentimes  more  so. 
When  shrinkage  has  taken  place  to  a  certain  extent  infec- 
tion may  be  readily  let  in,  but  it  proportionately  becomes 
impossible  to  cleanse  the  wounds.  The  effect  of  an  opera- 
tion on  the  morale  of  the  patient  at  such  a  trying  period  is 
by  no  means  the  least  of  the  objections.  In  general,  it  were 
far  better  even  in  an  infected  patient  to  trust  to  the  efforts 
of  a  clean  nurse  with  a  cleansing  douche  than  to  those  of  a 
dirty  or  an  indifferent  surgeon,  after  whose  work  the  efforts 
of  any  amount  of  clean  nurses  would  not  avail,  ^^'llateve^ 
may  be  ideal  surgery  under  the  exigencies  of  actual  practice, 
the  treatment  for  recent  lacerations  of  the  cervix  remains, 
and  I  believe  will  remain,  rigid  local  cleanliness,  excepting 
where  there  be  a  sufficient  hemorrhage  to  demanil  a  ligature. 
Where  non-infection  can  be  assured  and  where  the  torn  lips 
are  not  unnecessarily  disturbed  by  the  careless  use  of  the 
nozzle  of  a  syringe  spontaneous  healing  of  these  lacerations 
may  be  expected  to  a  greater  or  less  degree,  and  what  tear 
remains  when  nature  is  through  with  her  work  will  be  of  a 
healthy  character,  will  give  no  future  trouble,  and  will  need 
no  surgical  interference. 

To  obtain  such  results  is,  of  course,  Utopian,  and  not  to  be 
expected.  All  degrees  and  conditions  of  lacerated  cerNdces 
exist  and  will  continue  to  exist.  Fissures  continue  as  deep 
as  was  the  original  laceration ;  lips  are  infiltrated ,  and  do  not 
involute,  and  in  consequence  become  everted  both  by  their 
thickness  and  the  tendency  to  contraction  of  the  new  tissue 
(formed  from  the  inflammatory  deposits).  The  infection 
of  the  lacerated  surfaces  not  only  brings  this  about,  but  pro- 
duces also  an  erosion  of  the  mucous  surfaces,  which  erosion 
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is  subsequently  kept  up  and  even  exaggerated  by  the  dis- 
charges from  the  infected  Uning  membrane  of  the  uterus 
itself — a  discharge  which  is  continually  pouring  down 
through  the  cer\-ical  canal  and  accumulates  in  the  cul-de- 
sac  of  the  vagina  to  constantly  bathe  the  already  irritated, 
eroded,  and  everted  lips.  The  constant  rubbing  of  the  cer- 
vical membranes  against  the  vagina,  the  traumatism  of 
coition,  etc.,  as  put  down  in  most  books  have  little  or  nothing 
to  do  with  either  the  production  or  the  continuation  of  these 
erosions.  Stop  the  acrid  discharges  from  the  uterus,  keep 
the  eroded  surfaces  free  from  their  own  discharges,  and  they 
will  soon  disappear. 

The  symptoms  of  chronic  lacerations  of  the  cervix  uteri 
are  essentially  local  in  their  production,  and  remain  local  in 
their  manifestations.  I  have  no  sympathy  with  the  views 
which  attribute  reflex  symptoms  to  these  lesions.  There 
is  a  leucorrheal  discharge  which  comes  purely  from  the 
eroded  mucous  membrane  of  the  cer\TX  and  the  infected 
mucous  membrane  of  the  fundus.  There  is.  a  weight  and 
bearing  down  in  the  pehds  which  is  due  to  the  size  and  in- 
flammation of  the  cer\'ix  itself;  this  is  not  infrequently  added 
to  by  a  displaced  fundus,  an  endometritis,  prolapsed  ovaries, 
an  inflammation  of  the  ligaments  radiating  backward  from 
the  cer\-ix,  or  by  a  general  sagging  downward  of  the  uterus, 
with  relaxation  of  its  supports.  When  these  complications 
occur  and  the  patient  has  been  a  long  sufferer  it  is  easy  to 
understand  how  she  may  become  neurotic  and  suffer  from 
all  the  ills  of  chronic  neurasthenia.  But  in  uncomplicated 
cases,  where  there  simply  exists  a  laceration  of  the  cervix 
uteri  with  everted  and  eroded  lips,  producing  a  constant 
leucorrhea  and  a  feeUng  of  weight  and  uneasiness  in  the 
pehis  and  about  the  rectum  these  so-called  reflex  sjTnptoms 
do  not  exist.  I  do  not  deny  that  many  a  woman  with  a 
lacerated  ce^^^x  has  "chronic  nerves"  with  all  that  implies: 
headaches,  tired  feelings,  backaches,  leg  aches,  indigestion, 
sleeplessness,  inability  to  walk,  and  the  whole  interminable 
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list.  What  I  deny  is  the  relation  of  cause  and  effect.  In  the 
first  place,  there  is  no  "cicatricial  plug"  or  "scar  tissue"  in 
the  angles,  and  if  there  were,  where  else  in  the  body  does 
scar  tissue  produce  such  effects?  In  this  connection  it  is 
worth  while  to  note  that  the  cervix  is  particularly  free  from 
nerve  filaments,  more  so  than  most  any  part  of  the  body — 
how  can  you  have  reflexes  without  nerves? 

Irregular  menstruation  only  occurs  when  the  endometrium 
is  involved,  which  in  the  surgical  cases  it  must  be  admitted 
usually  obtains.  Pehnc  pain  as  pain  does  not  occur.  There 
is  a  sense  of  soreness  such  as  would  accompany  an  erosion 
in  any  part  of  the  body,  especially  when  disturbed,  but, 
although  pain  is  mentioned  as  an  accompanying  sjTiiptom 
of  this  condition  by  such  a  recent  writer  as  Penrose,  and 
attributed  to  pehdc  Ijonphangitis  and  lymphadenitis,  we 
look  in  vain  with  the  microscope  for  any  signs  of  Ijanphan- 
gitis  in  the  tissue  removed  or  any  cause  in  it  which  would 
produce  sufficient  irritation  to  induce  such  a  condition  in  the 
pehns.  The  whole  truth  is  that  the  innumerable  symptoms 
attributed  to  laceration  of  the  cervix  are  in  great  part  far- 
fetched, and  in  most  cases  caused  by  complicating  conditions. 

I  see  no  reason  to  depart  from  the  opinion  long  ago  ex- 
pressed by  Emmet,  that  the  majority  of  lacerations  of  the 
cervix  heal  spontaneously,  that  large  numbers  remain  as 
secondary  conditions  which  need  no  subsequent  surgical 
interference,  that  the  conditions  which  indicate  the  necessity 
of  surgical  repair  are  the  existence  of  infiltration  sufficient 
to  induce  eversion  of  the  lips  and  consequent  erosion  of  the 
mucous  membrane  lining  the  inner  surfaces  of  the  lips.  And 
it  is  further  true  that  in  the  vast  majority  of  such  cases  there 
is  an  accompanying  infection  of  the  endometrium  which 
needs  the  use  of  the  curet. 

There  is  one  belief  prevalent  which  would  warrant,  nay, 
demands,  a  repair  of  every  lacerated  cervix,  the  belief  that 
lacerations  of  the  cervix  produce  carcinoma.  In  this  belief 
I  take  no  part,  and  no  one  has  to  my  knowledge  as  yet  pro- 
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duced  a  single  scientific  fact  which  will  uphold  such  a  theory. 
The  proofs  are  purely  clinical,  but  such  as  they  are  they 
in  no  way  appeal  to  my  sense  of  reason.  The  one  and  only 
proof  offered  us  is  that  cancer  of  the  cervix  occurs  for  the 
most  part  in  women  who  have  lacerations  of  the  cervix. 
This  may  be  accepted  as  true,  but  not  nearly  to  the  extent 
it  was  some  years  ago.  What  gynecologist  has  not  in  recent 
years  observed  cancer  of  the  cer\'ix  in  a  nullipara,  in  a  number 
of  instances  of  both  married  and  unmarried  women?  In 
this  connection  it  must  be  borne  in  mind  that  cancer  is 
largely  a  disease  of  middle  life,  at  least  of  an  age  at  which 
the  vast  majority  of  women  are  no  longer  nullipara  and 
have  had  lacerations  of  the  cervix  uteri  to  a  greater  or  less 
extent;  and  that  as  age  advances  the  lacerations  become 
more  frequent  and  cancer  more  prevalent.  In  other  words, 
the  two  conditions  are  prevalent  at  the  same  period  of  life. 
Is  it,  then,  strange  that  they  should  be  so  frequently  asso- 
ciated? Would  it  not  be  short  of  marvellous  if  a  developing 
cancer  should  miss  a  lacerated  cer\'ix?  Is  it  the  rule  for 
cancer  to  develop  at  the  seat  of  a  traumatism  in  any  other 
part  of  the  body?  Is  it  proven  that  traumatisms  elsewhere 
have  an)i;hing  whatever  to  do  with  cancer?  At  none  of  the 
common  seats  of  the  disease  in  the  intestines  or  any  of 
the  internal  organs  is  this  true,  nor  in  the  breast,  nor  in  the 
fundus  of  the  uterus.  Why,  then,  in  the  cervix  only?  It 
wall  be  said  the  traumatism  is  not  the  cause,  not  the  scar 
tissue,  but  the  chronic  irritation.  Chronic  irritation  in  other 
parts  of  the  body  causes  inflammation  not  cancer.  In  some 
few  instances  it  is  thought  chronic  irritation  does  so,  but 
where  it  is  supposed  to  produce  cancer  once  it  produces 
inflammation  a  hundred  times.  At  any  rate,  where  there 
is  no  eversion  and  no  erosion  there  is  no  irritation  in  lacera- 
tion of  the  cervix,  so  what  of  the  cancers  which  develop 
in  such  cases?  In  vain  I  have  looked  with  the  aid  of  the 
microscope  for  any  physical  changes  in  the  tissue  of  a  lacer- 
ated cervix  which  would  indicate  any  such  probability.  The 
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conditions  are  normal  in  every  respect.  The  mucous  mem- 
brane is  practically  normal,  as  are  its  glands;  even  where 
cancer  has  developed  there  is  nothing  abnormal  about  the 
contiguous  tissues.  The  old  theory  of  the  plug  in  the  angle 
being  the  source  of  the  irritation  is  exploded,  because  there 
is  no  such  plug  and  because  the  vast  majority  of  cases  of 
cancer  begin  to  develop  at  the  tip  and  spread  into  the  angles 
instead  of  the  reverse,  as  was  formerly  believed.  As  far  as 
we  know  it  may  begin  at  the  tip  at  that  exact  point  which 
was  the  original  part  of  the  cervical  canal.  In  this  pase  if 
chronic  irritation  is  the  cause,  why  should  we  not  have  it 
more  frequently  in  nulliparae?  Surely  there  are  plenty  of 
nulliparous  women  Avith  specific  and  infective  irritating 
discharges  from  the  uterus,  with  eversion  of  the  os,  especially 
old  maids.  It  is  asked  why  we  have  the  cervix  uteri  as  a 
favorite  point  of  development  of  cancer?  I  may  ask,  Why 
the  breast  and  other  parts  of  the  body?  No  one  claims  these 
causes  for  the  breast  and  for  the  different  parts  of  the  colon, 
for  instance.  We  simply  do  not  know,  but  because  of  this 
it  is  no  proof  that  these  theories  are  correct. 

To  me  the  proposition  is  an  unproved  theory  in  which  I 
do  not  believe,  and  according  to  which  I  do  not  practice.  In 
twenty  years'  work  I  have  not  seen  a  single  case  of  cancer 
develop  in  a  laceration  of  the  cervix  which  I  have  refuesd 
to  repair,  and  from  what  I  have  had  to  say  of  these  lacera- 
tions you  may  imagine  the  number  have  not  been  few. 


DISCUSSION  OF  THE  SYMPOSIUM  ON  RECENT 
INJURIES  TO  THE  GENITAL  CANAL. 

Dr.  Henry  T.  Byford. — About  twelve  years  ago  I  was  asked 
to  deliver  an  address  before  the  Kalamazoo  Academy  of  Medi- 
cine, and  I  felt  safe  there  in  introducing  any  radical  views  which 
I   might   have.     I  read   a  paper  advocating  the   "Immediate 


164  IXJURIES  TO  THE  GENITAL  CANAL 

Repair  of  Lacerations  of  the  Cervix,"  and  have  had  numerous 
opportunities  to  do  the  operations. 

AVith  regard  to  these  frozen  sections,  while  they  are  valuable 
for  certain  purposes,  I  do  not  think  they  show  the  proper  rela- 
tions of  the  uterus  and  fundus  in  life.  When  we  introduce  the 
finger  we  can  feel  the  location  of  the  laceration.  Dr.  John  Bart- 
lett,  of  Chicago,  suggested  the  introduction  of  the  index  finger 
within  the  cervix  with  the  third  finger  of  the  same  hand  in  the 
fornix  against  the  outer  wall  of  the  cerNnx.  By  carrying  these 
two  fingers  around  the  cervical  rim,  one  finger  against  the  inner 
wall  and  the  other  against  the  outer  wall,  one  can  readily  rec- 
ognize the  defects  caused  by  the  lacerations.  If  we  pull  down 
the  end  of  the  cer\TX  with  a  tenaculum  we  straighten  out  the 
folds  and  bring  the  lacerations  where  they  can  be  seen  and  re- 
paired. I  do  not  see  any  good  reason  for  leaving  the  laceration 
for  five  days.  When  the  cervical  tissues  are  not  bruised  too 
much,  it  is  good  surgery  to  close  a  laceration  as  soon  as  pos- 
sible.    I  have  found  hardened  catgut  efficient. 

I  would  like  to  ask  Dr.  Webster  if  in  these  frozen  sections 
the  relation  of  the  parts  are  not  altered  from  those  which 
existed  during  life,  because  of  postmortem  relaxation,  and  if 
the  transverse  folding  is  not  due  to  the  fact  that  the  uterus 
settles  down  upon  the  posterior  vaginal  wall  ? 

Dr.  Lapthorn  Smith. — I  think  we  should,  on  the  one  hand, 
do  all  in  our  power  possible  to  prevent  lacerations  of  the  cervix, 
and,  on  the  other  hand,  repair  them  as  quickly  as  possible  when 
they  occur.  I  think  the  difficulty  mentioned,  that  the  general 
practitioner  is  not  prepared  to  repair  these  lacerations  imme- 
diately, does  not  hold  good,  because  most  pi-actitioners  know 
when  a  laceration  is  going  to  be  produced.  These  lacerations 
do  not  occur,  as  a  rule,  by  themselves.  The  man  who  tries  to 
drag  the  fetal  head  through  the  cervical  canal  before  the  os  is 
dilated  knows  that  he  is  going  to  do  damage.  If  he  interferes 
twelve  hours  too  soon  he  is  going  to  have  a  laceration  of  the 
cer\'ix,  and  he  should  make  preparations  for  it,  and  either 
have  a  gynecologist  on  hand  to  repair  the  damage  for  him  or 
do  it  himself  at  the  time.  It  is  better  to  do  this  than  wait 
twenty-four  hours  after  the  confinement  before  doing  it.  This 
Society  can  teach  anything  and  it  should  teach  the  one  hundred 
thousand  doctors  on  this  continent  that  they  should  prevent 


DISCUSSION  165 

these  lacerations  by  giving  the  woman  time;  but  when  they  do 
occur,  to  repair  them  promptly. 

Dr.  Baldy  in  his  paper  referred  to  eversion  of  the  lips,  saying 
that  the  laceration  was  a  small  affair  and  did  not  cause  much 
suffering.  Emmet's  name  will  be  remembered  long  after  ours 
are  forgotten,  just  for  ha\-ing  taught  us  the  immense  impor- 
tance of  lacerations;  and  most  of  us  know  that  many  of  these 
women  live  miserable  Jives  because  the  lacerations  of  their  cer- 
vices have  not  been  repaired.  The  mere  fact  that  the  parts  are 
exposed  to  constant  friction  which,  being  covered  with  cylindric 
epithelium,  were  not  meant  to  be  exposed  to  friction  at  all, 
is  sufficient  reason  for  repairing  a  lacerated  cervix. 

Dr.  Edwin  B.  Cragin. — No  one  appreciates  the  responsi- 
bility of  teaching  more  than  myself.  I  must  confess  that  I  am 
afraid  to  teach  students,  men  who  are  not  thoroughly  trained, 
that  every  laceration  of  the  cervix  should  be  repaired.  I  feel 
this  way:  that  where  there  is  a  severe  laceration  extending  up 
into  the  vaginal  fornices,  so  that  there  is  marked  hemorrhage 
from  it,  it  should  be  repaired;  also  in  the  conditions  outlined 
by  Dr.  Dickinson  for  immediate  repair — that  is,  where  there  is 
marked  hemorrhage,  where  there  are  clean-cut  incisions  in 
the  cervix,  and  where  you  have  the  patient  under  the  influ- 
ence of  an  anesthetic  and  are  repairing  the  perineum,  and 
have  the  cervix  plainly  in  view  and  find  it  extensively  lacerated. 
In  these  conditions  I  believe  immediate  repair  is  the  proper  thing 
to  do,  but  to  teach  students  that  they  should  repair  every  cer- 
vix that  is  torn  would,  in  my  judgment,  be  bad  practice,  and 
more  lives  would  be  lost  in  the  puerperium  than  are  now  lost, 
on  account  of  the  fact  that  they  would  in  all  probability  sew  the 
cervix  too  tightly,  drainage  would  be  thereby  insuflncient,  and  a 
great  many  of  the  women  would  die  from  infection. 

In  regard  to  making  these  repairs  at  five  days,  I  must  say 
that  I  cannot  bring  myself  to  see  the  matter  in  that  light,  or 
to  think  that  is  the  proper  thing  to  do.  While  under  these 
conditions  we  may  not  increase  the  danger  of  infection  in  so 
doing,  I  would  rather  wait  until  the  puerperium  was  passed, 
until  the  lochia  had  ceased,  until  we  had  a  good  chance  to  see 
how  much  nature  had  done,  and  then  with  good  light  and 
competent  assistants,  repair  what  is  needed  to  be  repaired. 

In  regard  to  Dr.  Baldy's  remarks,  I  must  confess  that  if  we 


166  IXJUniES  TO  THE  GENITAL  CANAL 

watch  the  beginning  of  an  epithelioma  of  the  lip,  or  the  begin- 
ning of  a  cancer  in  any  part  that  is  exposed  to  friction,  even 
taking  such  a  thing  as  chimney-sweeper's  cancer,  it  seems  that 
multiplication  of  the  epithelial  cells  is  more  likely  to  occur 
where  there  is  friction  of  the  part  that  is  involved.  In  my  expe- 
rience it  has  seemed  that  epithelioma  of  the  cervix  followed 
more  closely  on  a  laceration  with  everted  mucous  membrane 
than  on  amthing  else.  We  have  to  admit  that  a  laceration  of 
the  cervLX  does  harm  from  the  fact  that  it  prevents  involution 
of  the  uterus;  that  it  increases  the  weight  of  the  uterus,  and 
from  the  eversion  of  the  mucous  membrane,  congestion  of  the 
cervix,  and  the  changes  in  the  glands  cause  a  leucorrhea.  I  do 
think,  however,  that  repair  has  been  done  in  cases  not  requir- 
ing it;  but  this  should  not  prevent  us  from  operating  on  cases 
which  really  need  it. 

Dr.  a.  Palmer  Dudley. — In  the  five  minutes  allotted  to  me, 
I  will  speak  of  the  technic  of  immediate  repair;  but  previous 
to  doing  that  I  want  to  say  that  this  is  an  old  subject.  These 
points  have  been  hashed  and  rehashed,  and  we  should  give 
credit  to  the  dead  for  this.  It  is  a  well-known  fact  to  the  older 
members  of  this  Society  that  Dr.  Ambrose  Fallen  was  the  first 
man  to  write  upon  this  subject,  over  twenty-five  years  ago,  and 
if  any  of  the  members  will  take  the  trouble  to  look  up  his 
writings  on  this  subject  they  will  find  there  is  not  much,  if  any, 
improvement  to-day  on  the  methods  advised  at  that  time.  Fur- 
thermore, if  you  will  look  up  the  Transactions  of  the  Blue 
Book,  you  will  find  that  more  than  twelve  years  ago  I  reported 
twenty-one  cases  of  immediate  repair  without  the  slightest  evi- 
dence of  sepsis  following  in  any  of  them.  I  agree  with  the 
speakers  that  it  is  unwise  to  advise  undergraduates  to  do  the 
immediate  operation,  unless  their  teacher  at  the  same  time 
shows  them  how  to  do  the  work,  and  I  am  well  aware  that  I  am 
speaking  in  the  presence  of  trained  obstetricians  and  gyne- 
cologists who  are  going  out  to  teach.  I  am  not  speaking  to 
the  general  practitioner,  and  I  want  to  say  it  is  one  of  the  easiest 
things  in  the  whole  field  of  gjTiecology  to  sew  up  a  lacerated 
cervix  immediately,  and  it  is  one  of  the  safest  things  to  do.  The 
object  in  doing  it  is  to  simply  adjust  the  torn  lips,  and  nature 
will  do  the  rest.  I  doubt  the  wisdom  of  putting  a  patient  under 
an  anesthetic  five  days  after  a  hard  delivery  and  subjecting  her 
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to  a  second  surgical  operation,  when  in  five  minutes'  time  it 
could  have  been  done  in  safety  if  a  man  is  clean.  He  should 
operate  with  gloves  on  always. 

Speaking  of  the  manner  in  which  this  work  has  been  done, 
and  I  wish  to  confine  myself  to  the  technic,  if  a  man  can 
sight  a  straight  line  he  can  take  the  meatus  of  the  urethra  as  his 
guide,  and  with  a  pair  of  forceps  measure  along  the  anterior 
median  line  of  the  vagina  and  catch  the  median  line  of  the  cer- 
vix; in  the  same  way  if  he  will  sight  from  the  centre  of  the  anus, 
along  the  posterior  vaginal  wall,  he  may  catch  the  posterior  lip 
of  the  cervix,  and  bring  it  down  with  one  hand,  and  all  he 
needs  to  do  is  to  put  in  a  little  whip-stitch  of  catgut  on  each  side 
of  the  forceps  which  holds  the  torn  lips  together.  If  this  can 
be  done  in  five  minutes,  and  it  can,  why  should  we  subject  a 
woman  to  another  operation  later.  It  is  simply  an  operation 
to  appose  the  lips.  That  is  all.  According  to  my  way  of  think- 
ing, it  is  pernicious  teaching  to  advocate  repair  of  these  lacera- 
tions five  days  after  their  occurrence.  I  believe  they  should  be 
repaired  immediately. 

Dr.  J.  Clifton  Edgar. — In  regard  to  the  anatomical  condi- 
tions in  these  cases,  we  have  two  distinct  classes  of  cases  before 
us  this  morning.  On  the  one  hand  there  is  a  class  of  cases 
which  I  recognize  clinically  and  anatomically,  in  which  there 
is  such  a  condition  as  in  Fig.  1,  where  the  internal  os  is  drawn 
up  and  has  disappeared  in  the  region  known  as  the  lower  uterine 
segment,  between  the  external  os  and  contraction  ring,  and  such 
a  condition  as  this  corresponds  with  that  of  the  five  minutes' 
after-labor  frozen  sections  observed  in  the  diagrams  on  the  op- 
posite side  of  the  room.  This  class  of  cases  is  most  frequently 
observed. 

Another  class  of  cases  entirely  different  from  Fig.  1,  I  have 
depicted  in  this  rather  rough  diagram  (Fig.  2).  I  have  speci- 
mens from  patients  who  have  died  from  eclampsia  in  the 
Bellevue  Hospital  service  which  represent  both  these  two  con- 
ditions. The  anatomic  conditions  in  Fig.  2  are  entirely  dif- 
ferent from  those  in  Fig.  1.  It  is  not  a  difiicult  matter  to  insert 
sutures  in  such  a  condition  as  is  represented  in  Fig.  2. 

I  would  be  very  loath  to  teach  undergraduate  students  imme- 
diate repair  of  cervical  lacerations.  This  question  was  agitated 
In  New  York  in  1S94,  1895,  and  1S96.    The  pendulum  swung 
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Fig.  1. 


IN.OS, 


EX.OS. 


Lower  uterine  segment  during  labor.  V.,  cuff  of  vagina.  EX.OS., 
external  os,  infra  vaginal  portion  of  cervix  has  disappeared.  C.V.J., 
cervicovaginal  junction.  S.V.C,  supravaginal  cervix,  small  portion 
only  remaining.     IN.OS.,  internal  os.     L.U.S.,  lower  uterine  segment. 


Fig 


IN.OS. 


S.V.C. 


Cervix  in  latter  part  of  gestation  or  at  beginning  of  labor ;  vaginal 
and  supravaginal  portions  of  cervix  unchanged.  V.,  cuff  of  vagina. 
EX.OS.,  external  os  and  infravaginal  portion  of  the  cervix.  C.V.J., 
cervicovaginal  junction.  S.Y.C.,  supravaginal  portion  of  cervix. 
IN.OS.,  internal  OS.     L.U.S.,  lower  uterine  segment. 
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one  way  and  then  the  other,  and  at  one  time  we  were  sewing  up 
all  lacerated  cer\-ices.  At  the  Bellevue  Hospital  Maternity  Ser- 
vice, the  internes  at  one  time  sewed  up  every  lacerated  cer%ix, 
whether  severe  or  not.  The  results  were  not  favorable.  The 
morbidity  in  the  New  York  Maternity  Hospital  was  not  as  it 
should  have  been,  and  I  attributed  that  increase  in  morbidity  to 
this  interference.  The  immediate  repair  of  lacerated  cervices 
was,  therefore,  discontinued,  and  the  results  were  better. 

With  regard  to  sewing  up  a  lacerated  cervix  in  the  presence 
of  hemorrhage,  I  do  not  think  a  laceration  of  the  pelvic  floor 
can  be  compared  with  one  of  the  cervix  as  far  as  subsequent 
trouble  and  inconvenience  to  the  patient  are  concerned.  '\''eter- 
inary  surgeons  see  many  cases  of  laceration  of  the  cervix  in 
lower  animals.  They  look  upon  it  as  a  natural  occurrence. 
They  certainly  do  not  regard  it  as  a  pathologic  condition. 

Dr.  Henry  C.  Coe. — I  think  that  Dr.  Davis  struck  the 
keynote  when  he  stated  that  the  immediate  repair  of  a  lacer- 
ated cervix  should  be  done  only  under  proper  conditions,  by  a 
skilled  operator,  with  the  patient  on  a  table,  and  with  a  good 
light. 

In  most  of  my  cases  I  have  performed  immediate  operation 
onlj'  after  a  severe  instrumental  delivery,  or  where  arterial  hem- 
orrhage had  to  be  controlled.  The  fact  that  these  operations 
on  lacerated  cervices  have  been  followed  by  such  good  results 
has  led  me  to  think  that  the  immediate  operation  can  be  prop- 
erly performed  as  well  as  one  subsequently.  But  we  must  not 
forget  its  limitations. 

I  take  issue  with  Dr.  Baldy  in  regard  to  carcinoma  following 
laceration  of  the  cervix,  while,  on  the  other  hand,  I  agree  with 
his  criticisms  as  to  the  frequency  of  so-called  "  reflex  neuroses" 
and  chronic  metritis.  Personally,  I  long  since  rejected  the  term 
"  chronic  inflammation"  of  the  uterus,  as  I  simply  regard  it 
as  a  hyperplasia  of  connective  tissue.  I  accept  Dr.  Baldy's 
challenge  to  prove  that  epithelioma  can  develop  from  erosion 
and  glandular  hj'perplasia  incident  to  a  lacerated  cervix,  as 
I  have  microscopic  slides  that  prove  such  a  sequence.  In  such 
cases  I  should  either  let  the  cervix  alone  or  amputate  it.  I 
believe  that  amputation  is  often  a  prophylactic  against  carci- 
noma. The  best  legacy  that  Emmet  has  left  to  us  was  to 
demonstrate  the  fact  that  lacerated  and  eroded  cervices  may 
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become  the  seat  of  epithelioma.  I  have  on  several  occasions 
amputated  such  cenices  and  have  demonstrated  commencing 
epithelioma.  It  seems  needless  to  discuss  anew  the  subject 
of  the  development  of  carcinoma  at  a  point  of  irritation,  because 
the  more  we  study  carcinoma  the  less  we  seem  to  know  about 
it;  but  certainly  all  the  evidence  appears  to  point  to  the  fact 
that  the  mucocutaneous  margins  are  the  favorite  sites  of  epi- 
thelioma, as  they  are  favorite  points  of  irritation,  as  the  anus, 
mouth,  cervix  uteri,  etc. 

Dr.  J.  Whitridge  Williams. — I  hope  the  American  Gyne- 
cological Society  will  not  go  on  record  as  advocating  the  imme- 
diate repair  of  all  cer\-ical  tears  immediately  after  labor.  For 
my  part,  I  consider  that  the  only  indication  for  immediately 
repairing  a  freshly  lacerated  cervix  is  severe  hemorrhage.  I 
oppose  the  immediate  repair  in  all  other  cases  for  the. reason 
that  the  necessary  manipulations  undoubtedly  markedly  in- 
creased the  danger  of  infection,  and  our  ideal  should  be  to 
handle  the  freshly  delivered  woman  as  little  as  possible;  and  I 
am  sure  that  were  such  a  practice  as  advocated  here  to-day  to 
become  general,  even  in  the  hands  of  experts,  puerperal  infec- 
tion would  be  more  frequent  than  at  present. 

In  regard  to  postponing  operation  for  six  days,  I  would  say 
that  if  the  tear  does  not  give  rise  to  hemorrhage  immediately 
after  labor  the  intermediate  operation  is  unnecessary,  and  I 
think  we  can  obtain  much  better  results  by  deferring  the  opera- 
tion until  later.  I  consider  that  it  is  the  duty  of  the  practi- 
tioner to  make  a  thorough  pelvic  examination  of  everj'  woman 
he  delivers  before  dismissing  her  from  his  care,  and  if  any  con- 
dition be  found  which  demands  operation,  it  should  then  be 
attended  to  by  him  or  some  other  competent  person;  as  I  feel 
that  by  pursuing  such  a  course  the  patient  will  not  only  be  in 
better  health  ultimately,  but  that  the  conditions  will  be  repaired 
much  more  satisfactorily  than  at  immediate  operation. 

In  my  hands  immediate  operations,  not  only  upon  cer\'ical 
but  upon  perineal  tears  as  well,  occasionally  give  unsatisfactory 
results,  even  though  the  healing  be  by  first  intention,  as  it  is 
sometimes  impossible  immediately  after  labor  to  bring  the  loose 
and  flabby  parts  into  the  desired  apposition. 

Likewise,  from  my  own  experience,  I  know  that  the  results 
following  secondary  operations  ten  days  or  two  weelis  after  labor 
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are  not  nearly  so  satisfactory  as  when  the  operation  is  performed 
at  the  end  of  the  puerperal  period. 

Dr.  Heriiann  J.  Boldt. — The  question  of  immediate  repair 
of  lacerated  cervices  is  largely  a  matter  of  personal  opinion. 
Dr.  Cragin  struck  the  kcjTiote  in  his  discussion  of  this  subject, 
and  it  is  unnecessary  for  me  to  reiterate  what  he  has  said.  The 
very  interesting  paper  of  Dr.  Davis  gave  us  excellent  reasons 
why  a  lacerated  cervix  should  not  be  repaired  immediately 
after  labor,  and  he  mentioned  a  number  of  instances  in  which 
he  had  complete  failures,  and  some  in  which  there  was  infection 
subsequent  to  the  operation. 

Dr.  Davis. — There  was  no  case  of  infection  reported  in  my 
paper. 

Dr.  Boldt. — I  misunderstood  you.  Dr.  Dickinson  men- 
tioned a  certain  period  for  the  repair  of  these  lacerations  subse- 
quent to  the  accouchement — five  days  after  delivery.  If  per- 
mitted, I  will  mention  a  paper  which  I  read  before  this  Society 
on  the  repair  of  lacerated  cervices  after  confinement,  sixteen 
years  ago,  which  covered  practically  the  same  ground  referred 
to  by  Dr.  Cragin.  In  that  paper  I  stated  that  we  should  wait 
until  the  puerperal  period  has  passed,  then  examine  the  woman, 
and  if  it  were  necessary  to  do  any  work  on  the  lacerated  cervix 
that  was  the  proper  time  to  do  it.  It  could  be  done  without  any 
cutting,  denuding  the  surface  with  a  sharp  scalpel,  and  intro- 
ducing catgut  sutures.  I  do  not  remember  a  single  instance 
during  a  period  of  eighteen  years  in  which  I  have  seen  a  failure, 
and  the  results  have  been  invariably  good.  My  views  since 
that  time  have  been  more  or  less  modified.  To  repeat:  wait 
until  the  puerperal  period  has  passed,  say  two  or  three  weeks, 
then  an  operation  may  be  done,  and  catgut  can  be  used,  and 
we  will  have  practically  a  perfect  condition  of  the  parts  subse- 
quent to  operation. 

Dr.  Seth  C.  Gordon. — I  wish  to  say  a  few  words  in  regard 
to  Dr.  Baldy's  paper.  I  agree  with  him  that  there  is  no  necessity 
for  so  many  operations  on  lacerated  cervices  simply  because 
they  are  lacerated,  and  I  see  no  reason,  independent  of  symp- 
toms which  may  develop,  for  repairing  so  many  of  them  as  has 
been  done  in  the  past.  I  have  expressed  this  view  before  this 
Society  several  times  before. 

I  do  not  agree  with  Dr.  Baldv,  however,  that  these  lacera- 
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tions  are  not  foci  of  cancer.  I  believe  the  clinical  history  of 
cancer  will  scarcely  bear  him  out  in  the  statements  he  has  made. 
In  my  whole  experience  I  have  never  seen  a  case  of  cancer  of 
the  cervix  uteri  in  a  nulliparous  woman.  Others  may  have 
seen  it,  but  I  never  have,  and,  therefore,  I  believe  that  it  is 
undoubtedly  a  source  of  malignant  disease  if  the  laceration  is 
:e't  unrepaired.  In  those  cases  where  there  is  eversion  of  the 
mucous  membrane,  hyperplasia  of  the  uterus  left  from  a  lack  of 
involution  of  the  organ,  I  believe  the  laceration  should  be 
repaired,  but  not  immediately.  I  do  not  believe  in  immediate 
repair  of  the  lacerated  cervix  as  a  rule.  After  three  or  four  weeks 
or  two  months  these  women  should  be  carefully  examined,  and, 
if  we  find  an  extensive  laceration  or  eversion  of  the  mucous 
membrane,  I  believe  a  thorough  trachelorrhaphy  should  be 
done,  and  we  should  close  in  the  mucous  membrane,  which  is 
subject  to  constant  irritation.  I  do  not  believe  we  can  repair 
these  cases  too  early  after  the  puerperium  is  passed. 

That  every  laceration,  however  small,  should  be  repaired 
is  altogether  wrong.  Altogether  too  much  of  this  work  has  been 
done,  and  when  the  cervical  canal  has  been  closed  drainage 
has  failed  to  take  place,  followed  by  infection  -of  the  uterus, 
which  oftentimes  has  extended  up  the  Fallopian  tubes  in  conse- 
quence of  drainage  having  been  interfered  with.  Such  cases 
had  better  be  left  entirely  alone  or  the  cervical  canal  even  dilated 
than  subjected  to  treatment  by  denuding  the  edges  of  the  tissues 
and  bringing  them  together,  thus  narrowing  the  drainage  canal. 
I  believe  in  free  drainage  in  all  of  these  cases,  and  that  dilatation 
and  curetting  will  oftentimes  do  more  for  them  than  attempts 
to  repair  slight  cervical  lacerations. 

Dr.  Andrew  F.  Currier. — Most  of  the  speakers  who  have 
participated  in  this  discussion  have  admitted  the  necessity  of 
immediate  repair  of  the  lacerated  cervix  in  case  of  hemorrhage, 
but  have  failed  to  emphasize  the  fact  that  in  most  of  those  in 
which  hemorrhage  occurs  the  most  extensive  lacerations  of  the 
cervix  occur,  and  I  think  it  is  well  to  bear  in  mind  those  coinci- 
dent facts,  because  with  very  many  of  the  general  practitioners 
the  fact  that  hemorrhage  takes  place  is  looked  upon  as  being 
the  result  of  hemorrhage  from  the  interior  of  the  uterus.  The 
cervix  is  not  examined,  and  e\il  results  follow  any  tear  which 
may  be  present.     This  may  be  obviated  by  an  examination  in 
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any  case  in  which  hemorrhage  is  present,  and  a  determination 
made  as  to  whether  the  hemorriiage  comes  from  the  torn  cervix 
and  accompan}-ing  rupture  of  the  artery  in  the  cervix,  or  whether 
it  comes  from  the  interior  of  the  uterus.  This  important  point 
thus  far  has  not  been  touched  on. 

Of  course,  the  matter  of  immediate  repair  of  the  tissues  of 
the  pelvic  floor  is  one  upon  which  there  will  be  little  disagree- 
ment, and  it  seems  to  me  that  any  obstetrician  is  lacking  in 
the  performance  of  his  duty  if  these  lacerations  are  neglected, 
and  I  do  not  see  what  objection  can  be  raised  to  pursuing  this 
course. 

As  to  the  effect  of  lacerations  of  the  cervix  following  labor, 
there  must  be  differences  of  opinion.  The  fact  that  trachelor- 
rhaphy has  been  frequently  done  is  no  argument  against  its 
performance  when  extensive  lesions  exist.  Even  though  the 
whole  question  of  reflex  symptoms  be  left  out,  even  though  the 
remote  conditions  dependent  upon  these  may  be  left  out  of 
consideration,  if  we  have  an  everted  cervix,  with  extensive  dis- 
charge and  with  manifest  lesion,  the  indication  for  the  gyne- 
cologist is  to  repair  the  condition.  As  to  the  reflex  s\Tnptoms 
arising  from  this  condition,  too  much  stress  has  been  laid  upon 
them,  and  I  think  the  teaching  which  has  gone  out  from  gyne- 
cologists that  they  are  to  be  expected  in  the  great  majority  of 
cases  should  be  modified. 

Dr.  Willis  E.  Ford. — The  question  of  immediate  repair  of 
a  lacerated  cervix  should  be  left  to  the  indi\-idual  judgment  of 
such  men  as  are  here.  On  the  other  hand,  immediate  repair  in 
the  average  general  practitioner's  hands  is  likely  to  be  attended 
with  disastrous  results. 

I  wish  to  say  a  few  words  with  regard  to  the  subject  of  cancer, 
inasmuch  as  it  has  been  brought  up.  In  the  State  of  New  York 
we  have  had  for  several  years  a  cancer  laboratory  which  is 
supported  by  State  funds.  It  is  for  the  purpose  of  making  col- 
lective investigations  regarding  cancer.  It  is  maintained  by  a 
great  many  practitioners  that  cancer  is  more  likely  to  occur 
from  lacerations  of  the  cervLx  than  from  infection.  There  are 
certain  localities  where  cancer  is  very  prevalent,  and  other 
localities  in  which  it  is  not.  I  live  in  Central  Xew  York.  In  the 
locality  south  of  me,  in  one  township,  one-eighth  of  the  deaths 
that  occurred  in  thirteen  years  was  due  to  cancer.    You  cannot 
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say  that  it  is  well  established  that  irritation  from  laceration  of 
the  cervix  has  produced  cancer,  although  it  is  said  cancer 
develops  in  the  cervix  in  women  in  one-fourth  of  the  cases. 

As  regards  reflex  symptoms,  that  term  has  been  used  by  men 
who  do  not  know  much  about  the  terminology  of  the  neurologist. 
The  term  reflex  symptoms  has  been  used  instead  of  transference 
of  symptoms.  There  is  no  such  thing  as  a  continuous  reflex 
sensation;  but  a  transference  of  symptoms  from  one  part  of  the 
body  to  another  by  a  cicatricial  plug  in  the  cervix  is  absurd, 
and  I  indorse  what  Dr.  Baldy  has  said  on  that  phase  of  the 
subject. 

Dr.  Daniel  H.  Craig. — I  am  glad  to  have  the  privilege  of  say- 
ing a  few  words  in  connection  with  this  symposium.  Last  year  I 
presented  a  paper  before  the  American  Medical  Association  upon 
this  subject,  and  the  result  of  my  studies  as  to  the  immediate  re- 
pair of  the  cervix  was  a  firm  con\'iction  of  its  lack  of  utility.  There 
is  no  doubt  but  that  the  members  of  the  American  Gyneco- 
logical Society  can  get  a  large  percentage  of  primary  unions 
without  repair;  that  they  can  get  practically  eighty-seven  per 
cent,  of  primary  unions  after  primary  surgical  repair,  because 
they  do  clean  obstetrics  and  clean  surgery.  It  seems  to  me  the 
pivotal  point  regarding  the  non-healing  of  a  laceration  of  the 
cervix  is  as  to  whether  or  not  it  is  clean.  If  it  is  clean  it  is 
rather  superfluous  surgery  to  subject  a  woman  to  an  operation 
for  sewing  it  up  when  it  will  heal  itself,  and  the  chances  are 
it  will  heal  if  clean.  On  the  other  hand,  if  it  is  not  clean, 
sutures  will  not  force  the  tear  to  unite,  and  it  would  be  rather 
unsafe  surgery  for  an  unclean  man,  in  a  technical  sense,  to  un- 
dertake the  immediate  repair  of  lacerated  cervix,  and  moreover 
it  would  be  useless  surgery;  at  the  same  time  it  is  equally 
useless,  when  a  woman  has  a  clean  cervix,  for  the  practitioner 
to  sew  it  up,  because  it  will  be  fully  as  liable  to  unite  without 
operation.  The  cases  which  I  cited  last  year  seemed  to  be 
very  instructive  examples  of  that  point.  I  found  three  cases  in 
which  there  had  been  violent,  quick,  rapid  labors,  resulting  in 
extreme  lacerations  of  the  cer\dx,  as  testified  by  the  scars,  away 
up  into  the  vaginal  vault.  The  cer\-ices  were  voluntarily  restored 
in  all  three  of  these  cases  without  suture  simply  because  they 
were  clean,  no  vaginal  examination  having  been  made. 

Regarding  the  question  of  carcinoma  in  my  work  of  last  year. 
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I  was  unable  to  find  one  unmistakable  instance  of  this  disease 
developing  at  the  site  of  a  properly  repaired  cervical  lacera- 
tion. Since  then,  however,  I  have  had  letters  from  one  or  two 
men  in  which  they  speak  of  the  occurrence  of  carcinoma  in  a 
cervix  that  has  been  properly  repaired.  In  all  of  my  personal 
work,  however,  I  have  been  unable  to  find  any  such  authenti- 
cated cases  in  which  carcinoma  had  occurred  in  a  properly 
repaired  cervix.  The  starting  point  of  carcinoma  is  dependent 
upon  the  question  of  cellular  irritation. 

Dr.  W.  Francis  B.  Wakefield. — If  we  look  upon  the  sub- 
ject of  primary  repair  of  cervical  lacerations  from  the  stand- 
point of  the  teacher,  I  fully  agree  with  what  has  been  said,  that 
it  is  dangerous  practice  for  the  average  practitioner  to  repair 
all  lacerated  cer-inces  immediately  after  the  labors  that  occur  in 
his  practice.  But  if  we  regard  the  subject  from  the  standpoint 
of  the  practice  of  the  members  of  this  Society  or  similar  organi- 
zations, I  am  thoroughly  in  accord  with  all  that  Dr.  Da^ns  has 
said,  and  I  make  it  a  practice  to  repair  the  cervix  immediately 
after  labor,  and  my  results  have  been  practically  the  same  as 
those  of  Dr.  Davis.  I  do  not  see  any  reason  why  we  should  let 
a  woman  wait  for  four  or  five  days,  then  undertake  the  repair  of 
her  cervix.  I  would  either  repair  it  immediately  or  leave  it 
until  the  puerperal  period  is  over,  and  then  repair  it.  But  I  am 
a  strong  advocate  of  immediate  repair  of  lacerated  cervices.  I 
agree  with  Dr.  Baldy  that  there  are  many  lacerated  cervices 
repaired  that  do  not  require  it.  I  cannot  agree  with  him,  how- 
ever, in  regard  to  what  he  said  about  repair  of  old  bilateral 
laceration  of  the  cervix,  with  eroded  surfaces,  everted  lips,  and 
a  general  hyperplastic  condition.  When  the  cervix  is  in  such 
a  condition,  I  agree  with  Dr.  Coe  that  the  proper  treatment  is 
amputation  of  the  cervix. 

Dr.  Bache  McE.  Emmet. — In  regard  to  the  immediate  or 
remote  operation  for  repair  of  the  lacerated  cervix,  I  wish  to 
confine  what  little  I  have  to  say  very  largely  to  my  experience  in 
gynecologic  work,  and  to  what  little  obstetric  work  I  have  done 
and  observed.  From  my  own  observations,  and  from  what  I  have 
known  of  this  subject  in  early  times,  I  should  say  it  is  right  to 
repair  a  lacerated  cervix  that  is  attended  with  hemorrhage. 
Most  of  the  ordinary  cases  of  laceration  of  the  cervix,  however, 
when  clean,  if  the  uterus  contracts  properly,  will  take  care  of 
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themselves.  We  find  evidences  of  cicatrices  in  those  cases  in 
which  there  has  been  quite  extensive  laceration,  and  yet  no 
trouble  had  followed.  There  are  many  cases  of  laceration  of 
the  cervix  in  which  no  harm  has  resulted  from  non-operative 
interference.  The  cases  I  have  seen  in  which  operation  has 
been  called  for  have  been  those  in  which  there  has  been  a  lack 
of  repair  and  a  condition  of  great  subinvolution  remaining. 
The  cases  in  which  the  greatest  good  can  be  effected  by  opera- 
tion ultimately  are  those  in  which  no  laceration  is  apparent.  I 
take  it,  in  those  cases  in  which  the  lacerations  have  been  exten- 
sive, extending  up  toward  the  internal  os  and  vaginal  attachment, 
in  which  there  has  been  some  cicatrization  and  granulation, 
there  has  been  great  harm.  I  find  the  presence  of  granulation 
tissue  in  the  form  of  a  plug,  as  renovmced  by  Dr.  Baldy,  and  it 
is  constantly  the  ever-present  result  of  a  cicatrix.  I  believe  so 
firmly  in  the  pernicious  effect  of  it  that  I  do  not  hesitate  to  open 
the  cervix  and  cut  a  V-shaped  piece  away  up  to  the  internal  os 
and  up  through  the  substance  of  the  uterine  tissue  at  this  point 
and  remove  it.  When  I  see  endence  of  marked  relief  to  the 
patient  witliin  twenty-four  hours,  without  any  suggestiveness  on 
my  part,  and  she  says:  "Doctor,  my  head  is  clear.  I  feel  my 
stomach  is  now  enabled  to  take  food  that  I  have  not  been  able 
to  take  for  years,"  I  know  I  have  done  the  right  thing. 

Dr.  J.  Clarence  Webster. — In  regard  to  the  anatomic 
conditions  and  with  reference  to  what  was  said  regarding  the 
frozen  sections,  I  would  say  that  Dr.  Dickinson  has  quite  cor- 
rectly stated  that  the  cervix  has  the  irregular  shape  he  referred 
to  in  a  considerable  proportion  of  cases;  and  Dr.  Edgar  has 
also  pointed  out  clearly  that  there  are  variations  immediately 
postpartum. 

With  reference  to  Dr.  Byford's  statement,  it  may  be  said 
that  the  condition  in  such  frozen  sections  is  as  near  the  condi- 
tion in  the  living  patient  as  can  be  obtained.  In  my  case  death 
occurred  about  10  o'clock  in  the  evening,  and  the  specimen  was 
in  the  ice-box  the  next  morning.  The  physical  conditions  of  the 
pelvis  are  such  as  to  make  it  impossible  for  the  uterus  to  sink 
down.  That  indefinite  statement,  postpartum  relaxation,  is 
overdone,  and  it  must  not  be  considered  in  connection  with  such 
specimens  as  these.  In  vertical  mesial,  transverse,  or  oblique 
sections  of  the  puerperal  pehas  it  is  seen  that  the  uterus  occu- 
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pies  a  great  portion  of  the  upper  part  of  the  pelvis,  and  that 
the  broad  ligaments  arc  so  disposed  as  to  make  it  impossible 
for  the  uterus  to  sink  down  any  appreciable  distance.  The 
crumpled  cervix  is  folded  as  represented.  One  notices  the 
nearness  of  the  uterus  and  cervi.x  to  the  sacrum;  the  empty 
rectum  is  packed  between  the  sacrum  and  vagina  and  uterus. 
The  uterus  may  be  elevated  by  a  distended  bladder,  but  it  is 
really  more  firmly  fixed  in  the  pelvis  than  is  the  normal  non- 
pregnant uterus. 

Dr.  T.  J.  Watkins. — I  would  like  to  emphasize  the  very 
close  relation  between  endometritis  and  pathologic  laceration 
of  the  cervix.  We  seldom,  if  ever,  encounter  a  pathologic  tear  of 
the  cervix  in  the  absence  of  an  endometritis.  What  we  formerly 
believed  relative  to  eversion  of  the  lips  of  the  cervix  and  erosion 
is  not  correct.  We  very  frequently  get  extensive  eversion  of  the 
lips  of  the  cervix  without  any  erosion.  Those  are  the  cases 
that  are  unattended  by  endometritis.  In  cases  of  endometritis 
with  laceration  of  the  cervix  there  is  nearly  always  erosion, 
and  the  amount  of  erosion  is  not  necessarilj-  proportionate  to 
the  amount  of  eversion.  I  consequently  believe  in  these  cases 
that  the  treatment  of  the  endometritis  is  quite  as  important 
as  that  of  the  laceration  of  the  cervix.  One  can  state  posi- 
tively, I  think,  that  there  are  only  two  indications  for  remote 
operations  on  the  cervix:  (1)  erosion  and  (2)  marked  cystic 
degeneration. 

Dr.  Davis. — Lack  of  time  forbade  the  mention  of  the 
bibliography  of  this  subject.  My  paper  was  a  narration  of  my 
experience  only.  Before  we  closed  lacerations  to  a  considerable 
extent  the  patients  lived  with  their  cer\aces  in  a  fair  condition, 
but  since  we  have  closed  such  lacerations  as  have  been  described 
they  live  in  a  better  condition.  My  paper  was  largely  limited 
to  the  closure  of  these  lacerations  by  skilled  operators,  possess- 
ing the  requisite  appliances  for  an  aseptic  operation.  I  believe 
that  none  but  such  men  should  attend  cases  of  confinement 
complicated  by  laceration,  malpresentation,  or  any  other  abnor- 
mality, and  the  sooner  obstetrics  is  placed  upon  the  same  plane 
as  skilled  surgery  the  better  for  w'omen,  the  better  for  the 
medical  profession  of  this  and  other  countries,  and  it  is  with 
these  limitations  that  I  have  narrated  my  experience. 

Dr.  Edgar  has  described  the  anatomy  of  the  cases  in  which 
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immediate  operation  is  indicated  and  most  successful.  The 
five-or-six-day  closure  does  not  appeal  to  me  as  rational,  although 
I  may  be  mistaken,  and  I  am  quite  open  to  conviction;  but  I 
do  believe  a  skilled  operator  will,  by  delivering  women  promptly 
and  closing  any  lacerations  of  the  cervix  which  may  exist  asep- 
tically  and  skilfully,  put  them  in  a  condition  where  perfect 
convalescence  will  ensue  in  the  vast  majority  of  cases. 

As  regards  the  general  practitioner,  while  I  have  respect  for 
him,  I  am  not  inclined  to  legislate  in  matters  of  science  in  this 
Society  with  reference  to  him,  nor  what  he  does,  as  I  do  not 
believe  he  is  the  proper  attendant  for  a  case  of  obstetrics  com- 
plicated by  a  laceration  of  the  cervix,  heihorrhage,  or  other 
condition  demanding  instrumental  interference. 

The  obstetric  teachers  here  present  hold,  I  believe,  that  in 
a  severe  laceration  of  the  cervix  attended  by  hemorrhage  their 
graduates  are  qualified  and  competent,  and  are  taught  to  close 
such  lacerations  by  the  immediate  application  of  sutures  If  I 
am  mistaken  in  that,  will  someone  correct  me?  It  is  my  teach- 
ing, that  those  persons  who  graduate  at  the  present  time  at  the 
Jefferson  Medical  College,  Philadelphia,  shall  apply  an  aseptic 
chromicized  catgut  suture  to  a  severely  torn  cervix,  and  do  it  at 
once.  If  I  am  correct  in  representing  the  views  of  my  colleagues 
on  that  point  it  is  quite  common  to  close  aseptically  such  lacera- 
tions as  my  paper  has  described. 

Dr.  Dickinson. — The  gentleman  who  said  that  the  shape- 
less pocketing  and  flabbiness  of  the  cervix  represented  in  the 
frozen  sections  as  existing  on  the  first  day  of  labor  did  not  pre- 
sent clinical  conditions  has  doubtless  never  had  difficulty  in 
putting  in  stitches  after  labor  in  these  cervices.  He  has  not 
had  difficulty  in  straightening  out  these  pockets  before  getting 
gauze  into  the  uterus.  These  are  both  post-mortem  and  ante- 
mortem    findings. 

I  am  sorry  that  the  very  careful  limitations  I  made  in  refer- 
ence to  treatment  were  not  understood.  I  beg  to  repeat  that 
the  fifth  day  repair  of  the  cervix  is  strictly  limited  to  patients 
so  exhausted  that  an  elaborate  operation  for  repair  of  the 
pelvic  floor  and  cervix  cannot  be  done  immediately  after  labor; 
furthermore,  to  such  cases  where  the  surroundings  and  condi- 
tions are  such  as  to  preclude  careful  operative  work.  In  ex- 
tensive repair  of    the  perineum  for    tears    extending  into  the 
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vaginal  walls;  or  tears  running  up  above  the  internal  os,  as 
Dr.  Edgar  has  described  them,  I  think  it  is  wrong  to  defer 
repair  until  the  end  of  the  puerperium,  and  put  the  woman 
back  in  bed  two  or  three  weeks,  when  we  only  have  to  wait  a 
few  days  for  her  to  recover  sufficiently.  Then  we  can  cope 
with  a  badly  torn  zigzag  injury  of  the  pelvic  floor  with  ease. 
I  have  limited  the  fifth-day  repair  of  the  cervix  to  that  class 
of  cases,  and  I  have  heard  nothing  advanced  in  the  discussion 
why  in  that  small  and  particular  class  of  cases  such  time  should 
not  be  chosen  for  such  an  operation. 

Dr.  Baldy. — I  am  not  in  sympathy  with  those  who  advocate 
immediate  repair  of  the  lacerated  cervLx,  nor  have  there  been 
any  arguments  advanced  which  would  influence  me  to  sympa- 
thize with  those  who  advocate  the  repair  of  a  torn  cervix  at  the 
end  of  five  or  seven  days.  I  would  emphasize  what  Dr.  Cragin 
has  said. 

As  to  the  remarks  of  Dr.  Davis  concerning  the  general  practi- 
tioner, I  prefer  to  accept  the  situation  as  it  is.  I  do  not  think 
the  student  exists  who  can  repair  these  lacerated  cer\"ices  prop- 
erly without  great  danger  to  the  patient.  If  the  teaching  goes 
out  to  the  profession  that  medical  students  as  well  as  under- 
graduates should  give  immediate  attention  to  the  repair  of 
these  lacerat:ons  it  will  prove  disastrous.  It  is  extremely  dan- 
gerous to  teach  that  a  lying-in  woman  should  have  a  lacerated 
cervix  repaired  immediately  after  labor.  Secondary  tears  of 
the  cervix  do  harm,  but  not  always.  The  cervix  is  sometimes 
large,  with  an  enlarged  fundus,  but  often  we  have  an  enlarged 
cervix  with  no  enlargement  of  the  fundus.  Although  endome- 
tritis exists,  in  the  vast  majority  of  cases,  as  stated  by  Dr. 
Watkins,  there  are  cases  of  secondary  conditions  in  which  it 
does  not  exist. 

Dr.  Wakefield  misunderstood  me.  The  class  of  cases  in  which 
I  recommend  operation  are  those  in  which  there  is  infiltration, 
eversion  of  the  lips  of  the  cervix,  erosion,  etc.  The  indications 
for  operation  on  these  cases  were  clearly  laid  down  by  Emmet, 
and  you  will  find,  if  you  follow  his  teaching  closely,  that  he  had 
little  or  no  sympathy  with  the  carcinomatous  theory  of  lacera- 
tion of  the  cervix.  I  have  heard  nothing  advanced  scientifically 
in  this  discussion  which  would  alter  my  opinion  in  regard  to 
carcinoma  developing  in  the  angles,  and  the  only  two  things 
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mentioned  as  causes  of  carcinoma  developing  at  the  site  of  a 
lacerated  cervix  were  friction  and  irritation.  Rub  skin  surfaces 
together  and  you  produce  friction;  but  mucous  and  serous  sur- 
faces have  no  such  friction.  We  theorize,  we  advance  beliefs, 
but  we  furnish  no  proofs  to  back  them  up.  I  have  very  little 
respect  for  beliefs  unless  they  are  supported  by  indisputable 
evidence.  I  find  nothing  in  the  literature  which  convinces  me 
that  cancer  develops  purely  from  friction,  or,  in  fact,  that  fric- 
tion has  anything  whatever  to  do  with  the  production  of  cancer. 
Dr.  Gordon  said  that  he  has  not  seen  cancer  in  a  nuUiparous 
woman.  I  have  seen  half  a  dozen  such  cases  in  my  professional 
life,  and  I  believe  most  of  the  members  have  reported  such 
cases  from  time  to  time.  If  I  believed  that  laceration  of  the 
cervix  had  anj'thing  to  do  with  cancer  I  would  not  hesitate 
to  repair  every  laceration  that  came  under  my  observation. 
I,  however,  do  not  so  believe. 


RUPTURE  OF  THE  UTERUS— SUPRAVAGINAL. 


Bt  Malcolm  McLean,  M.D., 
New  York  City. 


"Personal  acquaintance,"  as  it  has  been  called,  with  the 
rare  accident  of  rupture  or  laceration  of  the  uterine  body  is 
necessarily  so  limited  that  anything  like  comprehensive  and 
definite  opinion  as  to  treatment  must  be  offered  with  con- 
siderable diffidence  and  modesty. 

It  is  the  desire  and  purpose  of  the  writer,  therefore,  to  con- 
fine the  material  of  this  very  meager  paper  to  a  consideration 
of  certain  problems  presenting  in  such  cases  as  most  fre- 
quently confront  the  obstetrician,  and  in  which  he  has  had 
more  or  less  personal  experience.  It  is  intended  to  deal  with 
the  question  of  the  proper  treatment  of  recent  or  immediate 
accidents  in  which  the  rupture  is  confined  to  the  supravaginal 
portion  of  the  uterus,  leaving,  generally,  out  of  the  field  of 
study  those  cases  which  chiefly  involve  the  vaginal  portions. 
Furthermore,  the  special  object  of  this  paper  is  to  call  atten- 
tion more  particidarly  to  those  cases  of  rupture  which  may 
be  called  spontaneous — that  is,  cases  which  are  not  neces- 
sarily due  to  external  traumatism. 

Immediately  upon  the  manifestation  of  the  symptoms  of 
uterine  rupture  we  must  ascertain,  if  possible,  the  location, 
direction,  and  extent  of  the  wound;  the  relations  of  the  fetus 
and  its  appendages  to  the  uterine  cavity,  as  well  as  that  of 
the  peritoneum,  and  determine  as  nearly  as  possible  the 
amount  of  active  internal  hemorrhage.  It  is  necessary 
to  detect  any  possible  escape  into  the  uterine  wound  of  any 
portion  of  the  intraperitoneal  organs,  especially  the  intes- 
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tines.  It  is  very  important,  also,  to  ascertain  whether  the 
child  is  still  living — either  in  the  proper  obstetric  cavity  or 
in  part  or  in  whole  within  the  peritoneal  cavity.  Further- 
more, it  is  very  desirable  to  know  at  what  point,  if  at  all, 
the  fetal  envelope  has  been  torn,  and,  in  case  the  membranes 
have  already  been  ruptured  in  the  natural  progress  of  the 
second  stage  of  labor,  whether  that  opening  into  the  amniotic 
sac  be  the  only  opening.  We  must  estimate  as  carefully  as 
we  may  the  size  of  the  uterus  after  rupture  as  compared  with 
its  dimensions  immediately  preceding  the  accident.  It  is  of 
great  importance  that  we  assure  ourselves  of  the  relative 
proportions  of  the  pehis,  making  sure  that  we  do  not  over- 
look any  considerable  deformity  or  any  impinging  or  ob- 
structing tumor  which  may  have  diminished  the  diameters 
of  the  passage  at  any  point. 

The  general  condition  of  the  patient  herself  must  be  care- 
fully observed,  of  course,  watching  closely  the  evidences  of 
nervous  shock,  hemorrhage,  etc. 

The  position  and  condition  of  the  child  will  demand  our 
instant  observation,  and  as  quickly  as  possible  we  should 
decide  upon  a  course  of  action  for  its  delivery.  We  should 
promptly  determine  whether  we  can  and  should  deliver  by 
the  natural  passages,  and,  if  so,  whether  manual  or  instru- 
mental means  may  best  be  employed.  It  may  be  generally 
stated  that  in  the  majority  of  cases  where  so  much  as  one 
entire  limb  of  the  child  remains  i«  utero  in  the  presence  of  a 
comparatively  normal  obstetric  canal,  it  should  be  delivered 
through  the  vagina.  This  procedure  will  be  found  practicable 
in  those  cases  where  prompt  action  has  followed  the  acci- 
dent— before  the  uterus  takes  on  a  tonic  contraction.  In 
cases  in  which  the  head  continues  to  be  the  presenting  part, 
and  where  it  can  be  pushed  dow^n  from  without  by  manual 
pressure  so  as  to  easily  engage  below  the  brim,  the  forceps 
should  be  appUed  while  the  uterus  and  fetus  are  carefully 
steadied  by  an  assistant's  hands  on  the  mother's  abdo- 
men and  deUvery  accomplished.     But  in  many  cases  the 


MALCOLM  MCLEAN  183 

recession  of  the  presenting  part  after  rupture  will  have  in- 
volved a  radical  change  in  the  presentation,  so  that  an  arm, 
shoulder,  or  foot  may  be  substituted;  or  the  whole  fetus 
may  have  so  far  receded  as  to  leave  no  definition  of  the  prob- 
able presentation.  Under  these  circumstances  it  is  neces- 
sary to  introduce  the  hand  cautiously  but  rapidly,  and  so 
manipulate  the  child  as  to  draw  it  into  the  cavity  without 
enlarging  the  wound  in  the  uterine  wall,  and  thence  down- 
ward by  podalic  version  through  the  vulva. 

If  practicable,  without  involving  too  much  delay  and 
manipulation,  we  should,  while  reaching  for  the  child,  ascer- 
tain the  location,  extent,  and  condition  of  the  uterine  wound. 
If  it  be  found  in  the  lateral  intraligamental  portion,  with  the 
peritoneum  merely  lifted  up,  as  a  rule  the  case  may  be  treated 
expectantly,  making  such  provision  against  shock  and  hem- 
orrhage as  to  tide  the  patient  over  the  first  great  dangers.  In 
these  cases  extensive  intraligamental  hematomata  may  be 
expected,  and  evidences  of  bloody  infiltration  of  the  parietes 
of  the  abdomen  may  often  be  found  even  as  high  as  the  infra- 
mammary  region.  Even  luider  these  conditions  recoveries 
will  sometimes  take  place  under  favorable  circumstances. 

The  same  may  be  said  of  ruptures  higher  up  toward  the 
fundus,  where  the  peritoneum  has  remained  intact  and  has 
not  been  detached  too  extensively  from  the  uterus  in  the 
vicinity  of  the  rupture.  But  such  ruptures  are  apt  to  be 
associated  with  or  rather  continuous  with  a  transverse  lacera- 
tion lower  down,  thus  involving  an  extensive  destruction  of 
tissue  and  making  hemorrhage  a  formidable  accident  or 
complication.  In  selected  cases,  however,  cases  where  a 
smooth  delivery  has  been  accomplished,  and  the  uterus  gives 
hopeful  signs  of  good  condensation,  we  may  with  propriety 
treat  the  accident  without  resorting  to  abdominal  section. 

In  a  third  class  of  cases  the  rupture  will  be  found  com- 
plete, involving  opening  into  the  peritoneal  ca\'ity.  Here 
it  becomes  a  question  of  great  moment  just  how  far  and  by 
what  foreign  material  the  peritoneum  has  been  invaded. 
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Has  blood  alone  been  effused  into  that  serous  cavity,  or  has 
amniotic  material  with  meconium  been  forced  into  its  folds? 
This  we  may  in  some  cases  clearly  determine,  and  on  that 
determination  will  in  certain  cases  depend  our  decision  as  to 
interfering  by  abdominal  section.  It  is  just  here  that  our 
examination  of  the  continuity  of  the  amniotic  sac  walls 
proves  of  so  much  value.  If  we  find  that  the  membranes  are 
intact  and  thrust  out  through  the  wound  in  the  uterine  wall 
in  front  of  the  escaping  fetus,  we  may  in  certain  cases  feel 
content  to  leave  the  case  to  nature's  efforts  at  repair  after 
the  delivery  of  the  child  and  the  appendages.  Especial  atten- 
tion is  asked  to  this  point,  as  it  is  not  based  upon  a  fanciful 
hypothesis,  but  upon  actual  experience  in  the  conduct  of 
such  a  case.  Observe  that  in  such  a  case  the  uterine  rupture 
is  complete,  opening  freely  enough  into  the  peritoneal  cavity 
to  allow  of  the  escape  of  two-thirds  or  more  of  the  fetus  from 
the  canty  of  the  womb,  and  yet  neither  the  fetus  itself  nor 
the  detritus  of  the  amniotic  contents  have  come  in  contact 
with  the  peritoneal  ca\'ity,  for  the  amniotic  sac  has  acted  as 
an  impervious  envelope  to  the  fetus  and  has  formed  a  sort  of 
hernial  sac  about  it,  shutting  out  all  of  the  uterine  contents, 
except  a  quantity,  more  or  less  extensive,  of  pure  blood. 

In  one  case,  already  recorded  by  the  writer,  the  uterus 
ruptured  badly  during  the  normal  progress  of  the  second 
stage,  the  laceration  extending  partly  within  the  right  broad 
ligament  obliquely  upward,  anterior  to  the  right  tubal  junc- 
tion. The  child  instantly  receded,  and  was  extruded  through 
the  laceration  so  that  its  feet  were  kicking  under  the  skin  at 
the  liver  border.  Internal  examination  showed  the  head 
and  one  arm  only  remaining  in  the  womb.  Feeling  rapidly 
about  the  edges  of  the  torn  uterus  it  was  distinctly  evident 
that  the  rest  of  the  child  was  in  a  sac  formed  by  the  extra- 
verted  amniotic  membranes,  the  wound  edges  everywhere 
being  lined  with  the  slippery  tissue. 

The  child  was  at  once  drawn  back  into  the  womb  and 
delivered  by  the  feet.    It  had  been  dead  some  minutes  before 
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the  operation.  Immediately  on  delivering  the  placenta  and 
membranes  the  ovisac  was  carefully  examined  and  found 
to  be  intact  evennvhere  except  at  the  dependent  portion, 
where  the  membranes  had  originally  ruptured  in  the  uterine 
mouth  in  the  usual  manner.  Assuming  from  these  facts 
that  the  peritoneum  had  been  invaded  only  by  extravasated 
blood,  the  case  was  left  to  nature,  and  the  recovery  was  com- 
plete. The  writer  had  the  privilege  of  delivering  this  same 
patient  within  two  years  afterwarti,  the  labor  progressing 
normally  until  expulsive  pains  began,  when  it  was  deemed 
wise  to  terminate  the  labor  by  early  forceps.  No  accident 
occurred.  The  thick  scar  of  the  original  uterine  rupture  was 
so  prominent  as  to  be  easily  detected  during  labor. 

In  all  operations  and  examinations  in  utero  in  case  of  rup- 
ture it  is  a  point  of  importance  to  keep  within  the  amniotic 
sac,  and  not  to  allow  the  hand  or  instruments  to  cause  a  solu- 
tion of  continuity  of  that  membrane,  for  this  precaution  will 
not  only  preserve  a  valuable  evidence  as  to  the  probable 
invasion  of  the  peritoneum,  but  will  also  protect  the  uterus 
from  possible  infection  from  without. 

Finally,  there  are  cases  in  which  the  invasion  of  the  peri- 
toneal cavity  is  ruinous,  the  child  and  its  envelopes  even 
being  thrust  out  of  the  womb.  Such  accidents  almost  uni- 
formly occur  in  the  presence  of  deformed  pelves,  and  abdom- 
inal section  is  the  only  safe  procedure.  As  a  rule,  the  uterus 
will  be  found  so  rudely  torn  as  to  make  repair  wellnigh  an 
impossibility.  Therefore,  one  of  the  methods  of  hysterectomy 
must  be  adopted  and  the  case  treated  in  the  usual  manner. 

In  all  of  the  cases  in  which  delivery  has  been  accomplished 
as  above  described  the  writer  urges  the  free  use  of  hot  water 
irrigation  per  vaginam,  believing  that  he  has  witnessed 
repairs  under  such  circumstances  which  would  have  failed 
without  it.  In  the  presence  of  this  awful  accident  in  obstet- 
rics we  should  strive  to  so  act  as  to  not  jeopardize  the  patient's 
life  by  too  strenuous  surgical  exploits  nor  by  an  inactivity 
which  is  not  masterly. 


SUBPERITONEAL   HEMATOMA    FOLLOWING 

LABOR   NOT   ASSOCIATED   WITH 

LESIONS  OF  THE  UTERUS. 


By  J.  Whitridge  Williams, 
Baltimore. 


Bt  the  term  puerperal  hematoma  one  understands  the 
effusion  of  a  greater  or  lesser  quantity  of  blood  into  the 
connective-tissue  spaces  of  some  portion  of  the  genital 
tract  or  into  the  structures  immediately  adjacent  to  it, 
in  contradistinction  to  hematocele  formation,  in  which  the 
blood  is  poured  out  into  the  peritoneal  cavity  and  then 
becomes  encapsulated.  Hematomata  are  classified  as  vulval, 
perineal,  vaginal,  and  subperitoneal  or  broad  ligament, 
according  to  their  point  of  origin. 

The  vulval  and  perineal  variety  has  long  been  famiUar 
to  medical  men,  although  the  first  authentic  description 
was  given  by  Rueff  in  1554.  From  that  time  until  the 
early  part  of  the  eighteenth  century  only  occasional  refer- 
ence was  made  to  the  subject,  Kronauer  in  1734  being  the 
first  to  devote  special  attention  to  it.  With  the  exception 
of  reports  of  isolated  cases  no  further  contribution  was 
forthcoming  until  1797,  when  the  summary  of  Casaubon 
appeared.  This  was  soon  followed  by  the  dissertations  of 
Audibert,  Siebenhaar,  and  the  reports  of  Joerg,  Chaussier, 
Dewees  and  others;  but  it  was  not  until  the  appearance  of 
Deneux's  admirable  monograph  in  1843  that  general  atten- 
tion was  directed  toward  the  condition. 

Vulval  hematomata  or  thrombi  usually  make  their  appear- 
ance shortly  after  labor,   though  occasionally  they  occur 
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before  the  birth  of  the  child,  and  still  more  rarely  in  the 
latter  months  of  pregnancy;  they  are  occasionally  encoun- 
tered in  non-pregnant  women  whose  external  genitalia  have 
been  subjected  to  some  kind  of  traumatism.  The  condition 
is  usually  limited  to  one  labium  majus,  though  in  extreme 
cases  the  effusion  of  blood  may  extend  into  the  perineum 
and  buttocks,  and  in  very  rare  instances,  as  in  the  case  of 
Bessel-Hagen,  over  the  lower  portion  of  the  anterior  abdom- 
inal wall.  Such  hematomata  vary  markedly  in  size,  but 
are  not  of  serious  prognostic  import  unless  they  attain 
immense  proportions,  when  their  rupture  may  give  rise  to 
fatal  hemorrhage. 

The  first  occurrence  of  this  kind  was  recorded  by  Casau- 
bon,  in  whose  case  the  hematoma  followed  a  kick  in  the  last 
month  of  pregnancy  and,  rupturing,  gave  rise  to  fatal  hemor- 
rhage, the  child  being  saved  by  a  postmortem  Cesarean 
section.  In  not  a  few  cases,  particularly  in  preantiseptic 
times,  even  though  fatal  hemorrhage  did  not  occur,  the 
rupture  opened  a  portal  of  entry  for  an  infection  which 
frequently  led  to  death.  Occasionally,  when  the  condition 
occurs  during  the  course  of  labor,  the  swollen  labia "  may 
so  occlude  the  genital  canal  as  to  render  the  delivery  of  the 
child  impossible  until  the  contents  of  the  hematoma  have  been 
evacuated;  while  when  the  condition  develops  postpartum 
the  obstruction  may  be  so  marked  as  to  cause  the  retention 
of  the  lochial  discharge. 

Vaginal  hematoma,  in  w-hich  the  collection  of  blood  occurs 
in  the  connective  tissue  surrounding  the  vaginal  wall,  but 
beneath  the  pelvic  fascia,  were  not  recognized  until  a  later 
period,  the  case  of  Peu,  in  which  the  condition  was  mistaken 
for  an  inverted  uterus,  being  one  of  the  first  reported.  Such 
structures  may  attain  considerable  size,  and  when  occurring 
during  labor  may  obstruct  delivery  and  during  the  puer- 
perium  cause  a  damming  back  of  the  lochia.  They  occur 
less  frequently  than  the  vulval  variety. 

Subperitoneal   hematomata,   in   which   the   collection   of 
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blood  lies  beneath  the  peritoneum,  but  above  the  pelvic 
floor,  are  still  less  frequent  and  usually  follow  incomplete 
rupture  of  the  uterus  or  deep  cenacal  tears,  though  in  a 
small  number  of  cases,  such  an  association  is  lacking,  and 
the  hemorrhage  results  from  the  rupture  of  vessels  within 
the  broad  ligament  in  the  neighborhood  of  the  supravaginal 
portion  of  the  cer\'ix  or  about  the  base  of  the  bladder.  As 
far  as  I  have  been  able  to  ascertain,  the  first  case  of  this 
character  was  reported  by  Baudelocque.  In  not  a  few 
instances  a  similar  condition  may  follow  the  rupture  of  a 
pregnant  tube  between  the  folds  of  the  broad  ligament; 
while  in  non-pregnant  women  subperitoneal  hematomata 
may  follow  injuries  to  bloodvessels  or  the  surrounding 
viscera  in  curetting  the  uterus,  removing  tumors,  and  occa- 
sionally occur  after  very  violent  coitus. 

In  this  paper  I  desire  to  leave  out  of  consideration  all 
forms  of  hematoma  except  those  following  labor  in  which 
there  was  no  injury  to  the  uterus  and  in  which  the  collection 
of  blood  is  bounded  above  by  the  peritoneum'  and  below 
by  the  pelvic  floor. 

The  first  case  of  this  character  was  observed  by 
Baudelocque  and  described  in  Casaubon's  paper  of  1797. 
Since  then  a  small  number  of  similar  cases  have  been 
recorded,  although  they  do  not  appear  to  have  been  clearly 
differentiated  from  vulval  and  vaginal  hematomata  until  the 
appearance  of  Deneux's  monograph  in  1834,  in  which 
attention  was  first  directed  to  the  part  played  by  the  pelvic 
fascia,  whose  function  was  abundantly  confirmed  and  elabo- 
rated by  the  later  work  of  Laborie,  Ferret,  and  Schlesinger. 

The  object  of  this  paper  is  to  describe  a  case  of  sub- 
peritoneal hematoma  which  I  saw  last  November,  after 
which  certain  points  in  the  hterature  upon  the  subject  will 
be  considered. 

I  was  asked  to  see  the  patient  at  10  p.m.  November  2, 
1903,  by  Doctors  H.  L.  Smith  and  O.  P.  Penning,  who 
believed  that  they  had  to  do  with  a  concealed  hemorrhage. 
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The  patient,  a  twenty-eight-j'ear-old  primipara,  had  passed 
through  an  uneventful  pregnancy  and  had  been  delivered 
of  a  small  child  by  another  physician  after  an  easy  low 
forceps  operation,  which  was  performed  without  anesthesia. 
The  placental  period  was  uneventful,  although  almost 
immediately  after  its  conclusion  the  patient  began  to  com- 
plain of  intense  tearing  pain  in  the  neighborhood  of  the 
rectum.  As  an  external  examination  revealed  nothing  ab- 
normal, her  physician  attributed  the  suffering  to  after-pains, 
for  which  he  administered  a  hypodermic  injection  of  morphine. 
This  somewhat  relieved  the  patient,  whom  he  left  in  good 
condition  an  hour  and  a  half  after  the  birth  of  the  child. 

Shortly  afterward  the  pain  became  much  more  severe  and 
extended  into  the  lower  abdomen,  the  patient  at  the  same 
time  becoming  weaker  and  pallid  in  appearance.  As  the 
physician  who  had  delivered  her  could  not  be  reached. 
Doctors  Smith  and  Penning  were  summoned.  They  found 
the  patient  very  blanched  and  gasping  for  breath.  As  the 
uterus  was  firmly  contracted  and  there  were  no  signs  of 
external  hemorrhage,  they  considered  the  possibility  of  in- 
ternal bleeding,  and  at  once  administered  500  c.c.  of  sterile 
salt  solution  subcutaneously  and  gave  the  usual  stimulants 
by  the  mouth. 

When  I  saw  the  patient  she  was  perfectly  conscious  and 
complained  of  intense  pain  about  the  rectum.  She  pre- 
sented all  the  signs  of  acute  anemia,  the  pulse  being  144, 
weak  and  thready-  There  was  no  discharge  of  blood  from 
the  vagina  and  only  a  slight  perineal  tear.  On  palpating 
the  abdomen,  the  firmly  contracted  fundus  of  the  uterus 
was  felt  at  the  level  of  the  umbilicus,  and  beneath  it  filling 
out  the  entire  lower  abdomen  was  a  firm,  rounded,  slightly 
fluctuant  tumor,  somewhat  sensitive  on  pressure,  which  ex- 
tended from  three  fingers'  breadth  below  the  umbilicus  to 
the  symphysis  pubis.  At  first  glance  it  appeared  to  be  the 
tensely  distended  bladder,  but  upon  catheterization  only  a 
few  cubic  centimeters  of  bloody  urine  escaped. 
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On  vaginal  examination,  the  external  os  was  found  intact, 
and  just  above  the  level  of  the  promontory  of  the  sacrum. 
The  entire  left  and  posterior  portion  of  the  pelvic  cavity 
was  filled  out  by  a  firm  tumor  which  extended  from  the 
cer^'ix  to  the  pehnc  wall  and  depressed  the  lateral  and  pos- 
terior fornices  downward.  On  percussing  the  lower  part  of 
the  abdomen  a  distinct  wave  of  fluctuation  was  transmitted 
to  the  vaginal  fingers. 

As  there  was  no  tear  of  the  cer\'ix  or  vaginal  fornix,  I 
made  a  provisional  diagnosis  of  an  incomplete  rupture  of 
the  uterus,  with  hemorrhage  between  the  folds  of  the  broad 
ligament.  In  view  of  the  patient's  condition,  which  was 
steadily  gro^%'ing  worse,  it  seemed  that  the  best  chance  of 
saving  her  life  would  be  offered  by  an  abdominal  section, 
when  the  hematoma  could  be  emptied  and  the  uterus  sutured 
or  removed  as  seemed  best  at  the  time. 

The  necessary  instruments  and  appliances  were  accord- 
ingly sent  for  and  preparations  rapidly  made  for  the  oper- 
ation. This  naturally  caused  some  delay,  and  by  the  time  the 
patient  had  been  placed  upon  the  table  in  Trendelenburg's 
position,  her  condition  had  become  so  much  worse  that  the 
pulse  could  not  be  counted  at  the  wrist.  Accordingly,  an 
intravenous  injection  of  sterile  salt  solution  was  commenced 
as  soon  as  the  anesthesia  was  started. 

An  abdominal  incision  was  made  from  the  umbihcus  to 
the  symphysis.  After  cutting  through  the  fascia  in  the  linea 
alba,  a  dark,  blood-stained  tissue  came  into  view,  which 
broke  down  readily  under  the  fingers,  but  did  not  come  in 
contact  with  the  peritoneum  except  for  a  distance  of  5  cm. 
just  beneath  the  umbihcus.  Accordingly,  the  peritoneal  cavity 
was  opened  in  the  latter  location  and  the  abdominal  incision 
extended  a  few  centimeters  above  the  umbilicus.  After 
packing  back  the  intestines  with  compresses,  the  uterus  was 
seized  and  drawn  up  into  the  wound,  and  upon  inspection 
was  found  to  be  perfectly  intact,  as  were  hkewise  the 
tubes  and  ovaries,  the  corpus  luteum  being  on  the  right  side. 


J.  WHITRIDGE  WILLIAMS  191 

Lying  in  front  of  the  uterus  was  the  contracted  bladder,  the 
peritoneal  covering  of  which  presented  an  ecchymotic  appear- 
ance. On  careful  examination  with  the  hand  in  the  abdom- 
inal cavity,  it  was  found  that  the  tumor  lay  beneath  the 
peritoneum  and  in  front  of  and  below  the  uterus  and  bladder. 

To  avoid  contamination,  the  peritoneal  incision  was  im- 
mediately closed  with  a  continuous  suture,  after  which  the 
loose  blood-stained  tissue  beneath  it  in  the  midline  was 
bluntly  dissected  with  the  fingers,  which  suddenly  entered  a 
large  cavity  filled  with  fluid  and  clotted  blood.  The  contents 
were  removed  as  rapidly  as  possible,  when  I  found  that  I  had 
to  deal  with  a  cavity  whicli  measured  10  cm.  in  its  trans- 
verse and  15  cm.  in  its  vertical  diameter,  and  extended  from 
three  fingers'  breadth  below  the  umbilicus  to  the  pelvic  floor. 
Anteriorly  it  was  bounded  by  the  symphysis  pubis  and  the 
anterior  abdominal  wall  and  posteriorly  by  the  anterior  and 
inferior  surface  of  the  displaced  bladder  and  the  posterior 
fold  of  the  left  broad  ligament.  Inferiorly  it  extended  to  the 
pelvic  floor,  where  the  fingers  came  in  contact  not  only  with 
the  lower  margin  of  the  symphysis  pubis,  but  with  the 
ischiopubic  ramus;  while  laterally  it  had  spread  apart  the 
folds  of  the  left  broad  ligament,  and  pushed  the  cer\ax  up- 
ward and  to  the  right.  To  make  sure  that  the  lower  uterine 
segment  was  not  ruptured,  the  hand  of  an  assistant  was  passed 
into  the  uterus  and  could  be  distinctly  felt  through  its  flaccid 
lower  portion,  which,  however,  presented  no  sign  of  a  tear. 

After  carefully  sponging  out  the  cavity  it  was  found  that 
its  walls  presented  a  jagged,  blood-stained  appearance  and 
that  the  hemorrhage  came  from  an  oozing  surface  upon  the 
inferior  and  anterior  portion  of  the  bladder,  in  which  no 
large  bleeding  vessels  could  be  seen.  As  it  appeared  im- 
possible to  arrest  the  hemorrhage  by  the  application  of 
sutures,  the  cavity  was  tightly  packed  with  iodoform  gauze, 
which  was  brought  out  at  the  lower  end  of  the  incision,  and 
a  firm  pack  introduced  into  the  vagina  to  make  counter- 
pressure.    The  abdominal  wound  was  then  closed  by  through- 
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ancl-through  silver  wire  sutures,  its  lower  portion  being  left 
open  for  drainage.  x\fter  the  usual  dressing,  a  tight  abdom- 
inal binding  was  applied  and  the  patient  put  back  to  bed, 
with  a  pulse  of  140  and  in  a  better  condition  than  before 
the  operation. 

The  recovery  was  gradual  but  uninterrupted.  For  the 
first  few  days  there  was  considerable  oozing  from  the  wound, 
and  when  the  pack  was  removed,  four  days  after  the  opera- 
tion, a  sound  introduced  through  the  external  wound  pene- 
trated 15  cm.  before  reaching  the  floor  of  the  cavity.  The 
wound  closed  rapidly,  so  that  at  each  subsequent  dressing 
a  smaller  quantity  of  gauze  was  employed,  and  soon  all  that 
was  left  was  a  small  sinus  which  closed  more  gradually,  the 
patient  being  dismissed  perfectly  cured  two  months  after 
labor. 

Since  operating  upon  my  patient  I  have  looked  over  the 
literature  upon  the  subject  as  thoroughly  as  possible,  and 
find  that  this  is  the  only  case  of  the  kind  which  has  been 
treated  by  laparotomy.  Possibly  she  might  have  recovered 
had  she  been  treated  in  a  purely  expectant  manner,  but  as 
she  was  rapidly  becoming  worse  before  the  operation,  and 
as  the  probable  diagnosis  was  hemorrhage  into  the  broad 
ligament  following  an  incomplete  rupture  of  the  uterus,  I 
believe  that  the  treatment  pursued  was  fully  justified,  and 
feel  convinced,  as  far  as  is  possible  under  the  circumstances, 
that  to  it  the  patient  owes  her  life.  Whether  a  vaginal 
incision  and  tightly  packing  the  cavity  would  have  brought 
about  the  same  result,  I  am  naturally  unable  to  state;  but, 
in  \'iew  of  my  experience  with  incomplete  rupture  of  the 
uterus,  it  would  appear  very  questionable. 

After  a  careful  search  through  the  literature  I  have  been 
able  to  collect  33  cases  of  subperitoneal  hematoma  following 
labor  and  not  associated  with  rupture  of  the  uterus.  (See 
accompanying  table.)  The  first  case  was  observed  by  Baude- 
locque  in  1778  and  the  last  by  Gustav  Braun  in  1902.  The 
vast  majority  of  the  cases  have  been  recorded  by  French 
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and  German  writers,  for  as  far  as  I  can  learn,  none  have  been 
reported  in  this  country,  and  only  two  in  Great  Britain, 
namely,  those  of  Glenn,  and  Purefoy,  Lloyd  and  Carton. 

Of  course,  the  cases  on  record,  in  all  probability  represent 
only  a  small  fraction  of  the  total  number  observed,  and  it  is 
likely  that  not  a  few  cases  which  have  been  described  as 
vaginal  hematomata  may  belong  in  the  same  category. 
Moreover,  it  is  quite  possible  that  a  certain  proportion  of 
the  deaths  occurring  shortly  after  labor  and  attributed  to 
syncope  may  have  been  due  to  the  same  cause. 

It  is  interesting  to  note  the  large  amount  of  blood  which 
was  poured  out  in  some  of  these  cases,  eighteen  of  which  came 
to  autopsv.  In  many  the  hematoma  attained  immense 
proportions,  the  peritoneum  being  dissected  up  to  such  an 
extent  that  the  blood  came  to  lie  in  the  iliac  fossae,  and 
frequently  extended  up  along  the  psoas  muscle  to  the  region 
of  the  kidneys  and  occasionally  to  the  roots  of  the  diaphragm. 
In  not  a  few  cases  the  mesentery  of  the  large  intestine  was 
dissected  up,  thus  adding  to  the  extent  of  the  hematoma. 

On  studying  the  clinical  history  of  these  cases  a  number 
of  interesting  and  suggestive  points  were  noted.  In  the 
first  place,  one  is  impressed  with  the  surprising  frequency 
with  which  primiparous  women  are  affected.  On  analyzing 
the  cases  recorded  in  the  literature  it  is  found  that  in  nine 
no  statement  was  made  as  to  the  number  of  children  which 
the  patient  had  borne,  but  that  62.5  percent,  of  the  remaining 
cases  occurred  in  primiparse. 

Moreover,  it  is  a  matter  of  surprise,  and  in  marked  con- 
trast to  the  course  of  labor  preceding  the  formation  of 
hematomata  due  to  incomplete  rupture  of  the  uterus,  that 
in  the  vast  majority  of  cases  the  delivery  was  easy  and 
spontaneous.  Thus,  in  the  33  cases  the  course  of  labor 
was  given  as  follows:  spontaneous,  24;  version,  4;  forceps, 
2;  no  data,  2;  not  delivered,  1;  so  that  out  of  the  30  cases 
in  which  data  were  available,  24  were  spontaneous — 80 
per  cent. 
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Filled  pelvis ;  suppurated. 
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and  Hugenberger, 
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or  vagina  ;    expectant 
treatment ;   live  months 
later  size  of  fetal  head. 

Left-sided  ovarian  cyst  re- 
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ously :  reopened  for  hem- 
orrhage ;  since  then  he- 
matoma  with  each  preg- 
nancy. 

Ruptnre  into  peritoneal 
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no   injury  of  uterus  or 
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It  is  also  interesting  to  note  that  the  children  were  some- 
what smaller  than  usual;  since,  with  the  exception  of  the  case 
of  Ter-Gregoriantz,  in  which  it  was  stated  that  the  child  was 
large,  the  hea\nest  child  did  not  exceed  eight  pounds,  while 
the  majority  weighed  less  than  seven  pounds. 

The  mortaUty  was  extremely  high,  as  of  the  32  cases 
concerning  whose  termination  data  were  available,  18  ended 
fatally,  a  mortality  of  56  per  cent.  As  there  was  only  a 
single  death  in  the  11  cases  which  occurred  after  the  intro- 
duction of  modern  surgical  methods  (1880),  it  would  appear 
reasonable  to  infer  that  a  considerable  proportion  of  the 
previous  mortality  was  due  to  puerperal  infection.  More- 
over, the  probability  of  infection  was  markedly  increased 
whenever  the  hematoma  communicated  with  the  vaginal 
canal,  no  matter  whether  the  result  of  spontaneous  rupture 
or  incision.  This  is  clearly  shown  by  an  analysis  of  the 
cases.  Thus,  of  the  22  cases  occurring  prior  to  1880,  9 
ruptured  spontaneously  into  the  vagina,  and  6  were  incised, 
6  of  the  former  and  5  of  the  latter  dying,  a  mortality  of 
73  per  cent.;  while  in  the  11  cases  which  occurred  subse- 
quently to  that  period,  there  were  2  spontaneous  ruptures 
and  4  incisions,  all  of  which  recovered. 

In  not  a  few  cases,  however,  the  actual  cause  of  death  was 
acute  anemia,  as  in  the  cases  of  Chaussier,  Cazeaux,  Hugen- 
berger  and  others,  in  which  death  resulted  from  exliaustion 
consequent  upon  the  escape  of  blood  into  the  closed  hematoma 
sac.  On  the  other  hand,  in  one  of  Hugenberger's  cases  and 
another  reported  by  Leopold  the  sac  ruptured  secondarily 
into  the  peritoneal  cavity,  with  rapidly  fatal  hemorrhage. 

Etiology.  The  earlier  writers  upon  the  subject  were 
inclined  to  attribute  the  hemorrhage  to  the  rupture  of 
varicose  veins  in  the  broad  ligaments.  The  evidence  in 
favor  of  such  an  occurrence,  however,  is  extremely  question- 
able, and,  with  the  exception  of  Budin,  finds  no  supporters 
among  modern  writers.  Accordingly,  if  it  occurs  at  all,  it 
must  play  but  an  insignificant  part. 
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In  two  of  Chaussier's  cases  the  origin  of  the  hemorrhage 
was  extremely  interesting;  in  one  the  condition  occurred  in 
a  woman  five  months  pregnant  during  a  very  jolting  ride 
in  a  wagon  over  a  rough  road;  while  in  the  other  the  hema- 
toma resulted  from  the  rupture  of  the  right  psoas  muscle 
in  a  woman  who  was  extremely  unruly  throughout  labor  and 
who  could  not  be  prevented  from  throwing  herself  con- 
tinuously about  the  bed  with<great  violence.  In  Schostak's 
case,  which  I  have  not  included  in  the  table,  the  condition 
apparently  followed  a  violent  coitus  eight  days  before  the 
onset  of  labor,  the  hematoma  forming  a  serious  obstacle  to 
the  descent  of  the  child.  In  the  case  of  Purefoy,  Lloyd,  and 
Carton  the  condition  followed  a  spontaneous  abortion  at  the 
fifth  month  in  a  woman  who  had  previously  submitted  to 
an  ovariotomy,  at  which  time  the  vessels  of  the  broad  liga- 
ment were  noted  to  be  extremely  varicose,  and  after  which 
a  second  laparotomy  was  necessary  to  check  hemorrhage 
from  a  loosened  vessel.  It  is  interesting  to  note  that  a 
hematoma  developed  after  each  pregnancy  following  the 
operation  four  years  previously,  but  unfortunately  in  their 
short  account  of  the  case  the  authors  have  failed  to  give 
any  particulars. 

At  first  glance  it  would  seem  natural  to  suppose  that  the 
condition  usually  results  from  violence  at  the  time  of  labor. 
Careful  study  of  the  reported  cases,  however,  would  appar- 
ently indicate  that  such  is  not  the  case ;  since  80  per  cent,  of 
the  labors  were  spontaneous  and  in  only  one  was  the  child  of 
excessive  size.  Moreover,  in  only  four  cases  was  the  extraction 
of  the  child  attended  by  any  particular  difficulty,  namely, 
the  cases  of  Baudelocque,  Hugenberger,  Leopold,  and  Braun, 
in  all  of  which  difficult  version  and  extraction  were  necessary, 
the  operation  being  complicated  by  the  presence  of  a 
contracted  pelvis  in  all  but  Braun's  case. 

For  a  long  time  there  was  considerable  discussion  as  to 
whether  the  hemorrhage  giving  rise  to  the  hematoma  was  of 
venous  or  arterial  origin,  and  it  is  to  Perret  that  we  are 
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indebted  for  precise  information  upon  this  point.  At  the 
autopsy  upon  one  of  his  cases,  he  showed  by  injection 
experiments  that  the  hemorrhage  was  capillary  in  character, 
as  the  fluid  slowly  oozed  from  various  points  of  the  wall  of 
the  hematoma,  no  matter  whether  the  injection  was  made 
into  veins  or  arteries.  Likewise,  in  my  own  case,  it  was 
clearly  seen  that  no  large  vessels  were  involved,  but  that 
the  hemorrhage  was  merely  a  capillary  ooze  from  the  an- 
terior and  inferior  surface  of  the  bladder. 

In  view  of  his  observations,  Perret  concluded  that  the 
accident  did  not  result  from  the  injury  of  large  vessels,  but 
rather  was  due  to  the  tearing  through  of  smaller  ones  by 
the  tissues  of  the  birth-canal  being  slowly  dragged  off  from 
their  attachments  by  the  friction  exerted  by  the  oncoming 
presenting  part.  Such  a  mechanism  would  afford  a  satis- 
factory explanation  for  the  greater  frequency  of  the  accident 
in  primiparous  women,  in  whom  the  rigidity  of  the  tissues 
and  smallness  of  the  parts  would  render  such  an  occurrence 
far  more  Ukely  than  in  the  relaxed  genital  canal  of  a  mul- 
tipara. 

Croom  has  advanced  a  somewhat  similar  explanation  for 
the  production  of  vaginal  hematomata.  In  four  cases  of 
this  character  which  he  observed,  dystocia  resulted  from  a 
markedly  pendulous  abdomen,  and  labor  did  not  progress 
until  the  anteflexed  uterus  had  been  replaced  and  maintained 
in  position  by  a  bandage.  He  held  that  in  his  cases  undue 
traction  was  exerted  by  the  displaced  cervix  upon  the  pos- 
terior vaginal  wall,  which  then  became  gradually  separated 
from  its  attachments.  The  hemorrhage,  however,  did  not 
occur  until  the  pressure  exerted  by  the  presenting  part 
was  done  away  with.  It  would  therefore  seem  that .  the 
accident  while  rare  is  occasionally  unavoidable  and  is  due 
to  conditions  inherent  to  the  mechanism  of  labor  rather  than 
to  violence  exerted  by  the  physician. 

Diagnosis.  The  first  sjonptom  which  should  direct  one's 
attention  to  the  possibility  of  such  an  accident  is  the  occur- 
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rence  shortly  after  labor  of  severe,  tearing  pain  about  the 
rectum  and  lower  abdomen  in  the  absence  of  any  visible 
lesion.  Accordingly,  in  a  primiparous  woman  such  symptoms 
should  not  be  attributed  to  after-pains  until  the  possibility 
of  hematoma  formation  has  been  eliminated  by  a  careful 
examination.  Following  the  pain  the  patient  may  pass  into 
a  condition  of  collapse,  which  naturally  becomes  more 
severe  the  greater  the  amount  of  hemorrhage. 

Another  important  diagnostic  point  is  the  elevated  position 
of  the  fundus,  which  lies  above  the  umbiUcus  instead  of 
about  midway  between  it  and  the  symphysis,  which  is  due 
to  the  uterus  being  pressed  upward  by  the  tumor  mass. 

Vaginal  examination,  as  a  rule,  will  enable  one  to  deter- 
mine whether  the  hemorrhage  lies  within  the  broad  ligament 
or  at  least  is  subperitoneal,  for  if  made  shortly  after  the 
occurrence  of  the  accident,  a  tumor  will  be  found  depressing 
one  or  both  vaginal  fornices  and  Douglas'  cul-de-sac  and 
extending  directly  outward  from  the  cervix  toward  the  pelvic 
wall.  Of  course,  under  such  circumstances  it  is  impossible 
to  distinguish  the  condition  from  a  hematoma  following  an 
incomplete  rupture  of  the  uterus,  without  a  careful  explora- 
tion of  the  lower  uterine  segment;  although  the  fact  that  the 
labor  was  spontaneous  and  easy  should  naturally  cause  one 
to  suspect  that  it  was  not  associated  with  a  rupture;  whereas, 
if  the  labor  was  difficult,  and  particularly  if  severe  operative 
procedures  were  undertaken,  the  probability  of  such  an 
accident  should  be  seriously  considered. 

Treatment.  In  the  vast  majority  of  cases  the  treatment 
should  be  purely  expectant  and  the  attempt  made  to  tide 
the  patient  over  the  emergency  by  the  subcutaneous  use 
of  intravenous  salt  solution  and  the  administration  of  the 
ordinary  stimulants.  If,  however,  the  tumor  increases 
rapidly  in  size  and  the  collapse  becomes  more  pronounced, 
I  believe  that  the  best  means  of  coping  vnih  the  hemorrhage 
is  by  laparotomy,  when  the  condition  can  be  thoroughly 
inspected  and  appropriate  means  adopted  for  checking  the 
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flow  of  blood.  It  seems  to  me  that  such  a  mode  of  treatment 
is  greatly  superior  to  attacking  the  hematoma  from  below, 
as  under  such  circumstances  all  that  one  can  do  is  to  pack 
the  wound  in  the  dark  and  then  be  haunted  with  the  fear 
of  not  having  successfully  checked  the  bleeding  and  the 
possibility  of  a  secondary  rupture  into  the  peritoneal  cavity. 
On  the  other  hand,  if  the  patient  is  not  seen  until  some 
time  after  the  occurrence  of  the  accident,  when  the  acute 
symptoms  have  subsided,  or  the  clinical  picture  points 
toward  the  occurrence  of  suppurative  changes,  attack  by 
the  vaginal  route  would  appear  preferable,  as  under  such 
circumstances  the  danger  of  fresh  hemorrhage  is  minimal, 
while  the  possibility  of  contaminating  the  peritoneal  ca\4ty 
is  done  away  with. 
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Dr.  Edwin  B.  Cragin. — There  are  one  or  two  points  in  Dr. 
Williams'  paper  which  seem  to  me  of  interest.  In  the  first 
place,  I  do  not  believe  these  cases  are  quite  so  rare  as  he  would 
give  us  to  understand.  I  believe  that  a  great  many  of  the  cases 
that  are  assigned  to  shock  following  labor  are  due,  in  reality, 
to  incomplete  rupture  of  the  uterus.  I  could  put  on  record 
two  or  three  such  cases  that  have  not  heretofore  been  pub- 
lished. One  I  remember  very  distinctly.  A  physician  brought 
in  a  case  with  the  report  that  he  had  attempted  to  deliver  the 
woman  with  forceps  while  some  member  of  the  family  was 
administering  chloroform.  She  came  out  from  under  the 
influence  of  the  chloroform  before  he  was  finished,  raised  her- 
self from  the  bed,  and  let  herself  down  on  the  forceps,  pro- 
ducing an  incomplete  rupture  of  the  uterus.  There  were  two 
or  three  cases  that  happened  at  the  Sloane  Maternity,  but  all 
those  which  I  have  seen  have  been  caused  by  some  force  either 
during  delivery  or  by  accident,  not  spontaneously,  as  reported 
by  Dr.  Williams,  and  I  would  be  glad  to  emphasize  this  point, 
as  I  have  never  seen  a  case  exactly  like  the  one  reported  by  him. 

In  regard  to  treatment,  I  cannot  agree  with  Dr.  Williams  as 
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to  the  wisdom  of  abdominal  section.  Personally,  I  believe  the 
thing  to  do  is  to  carefully  examine  the  woman  while  under  an 
anesthetic,  introduce  the  fingers  into  the  rent  and  see  whether 
or  not  the  rent  has  extended  into  the  peritoneal  cavity.  That 
is  a  distinguishing  point.  If  the  rent  has  gone  into  the  peri- 
toneal cavity,  it  is  an  indication  for  one  thing;  if  it  has  not,  it 
is  an  indication  for  another  thing.  Where  the  rent  has  not  gone 
into  the  peritoneal  cavity,  especially  if  the  vessels  that  are  torn 
are  not  large,  as  he  stated  in  his  own  case  they  were  not,  I 
believe  the  results  are  better  if  we  clean  out  the  clots  and  pack 
the  cavity  carefully  with  gauze. 

Dr.  Williams. — I  am  afraid  some  of  the  gentlemen  have 
misunderstood  the  scope  of  my  paper.  The  case  which  I  re- 
ported and  the  thirty-three  which  I  collected  from  the  literature 
were  cases  of  intraperitoneal  hematoma  not  associated  with 
rupture  of  the  uterus.  In  all  of  these  cases  the  bleeding  came 
from  vessels  within  the  broad  ligaments  and  pelvic  connective 
tissue,  and  was  not  due  to  any  lesion  of  the  uterus  itself. 

Dr.  Edward  P.  Davis. — As  emphasizing  a  point  made  by 
Dr.  Williams,  these  cases  may  happen  from  any  traumatism 
during  labor.  I  desire  to  report  a  case  of  hematoma  of  the 
broad  ligament  following  hysterectomy  for  contracted  pelvis. 
During  the  performance  of  the  operation  the  hemorrhage  from 
the  broad  ligaments  was  controlled  by  clamps.  Following  the 
hematoma  the  patient  escaped  infection  and  made  a  good 
recovery  by  absorption  of  the  clots  w'ithout  further  interference. 

I  think  some  of  us  have  seen  hematoma  follow  ing  dilatation  of 
the  womb  in  certain  complicated  cases.  In  a  case  in  which  the 
cervix  had  previously  been  completely  repaired  by  a  secondary 
operation,  the  woman  having  a  placenta  previa,  I  partially 
dilated  the  cervix  with  Bossi's  dilator,  extracted  a  living  fetus  of 
good  size  by  extraction  and  version,  and  the  patient  sustained  a 
laceration  attended  by  profuse  hemorrhage  beneath  the  peri- 
toneum to  such  an  extent  that  she  suffered  from  shock,  with  a 
fatal  issue. 

Dr.  J.  Clarence  Webster. — I  do  not  think  the  previous 
speakers  have  emphasized  the  interesting  feature  of  Dr.  Williams' 
case.  It  is  that  the  uterus  w-as  not  torn  and  that  the  hemorrhage 
occurred  from  the  posterior  or  under  surface  of  the  bladder.  I 
should  like  to  ask  Dr.  Williams  if  any  of  the  other  observers, 
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who  have  reported  a  similar  condition,  referred  to  a  similar 
source  of  bleeding? 

Dr.  Williams. — Yes,  they  have. 

Dr.  Webster  (resumincj). — W'e  are  familiar  with  the  occur- 
rence of  hematomata  from  the  rupture  of  a  broad  ligament 
vessel,  uterine  or  ovarian;  but  this  is  new  to  me.  I  have  never 
seen  such  a  thing,  and  it  is  very  interesting.  He  has  pointed 
out  that  in  the  great  majority  of  cases  the  condition  has  occurred 
in  primiparae.  That  is  what  one  would  expect.  The  hemorrhage 
in  such  a  case  must  evidently  come  from  the  tearing  through 
of  the  delicate  strands  of  connective  tissue  between  the  cer\-ix 
and  the  upper  part  of  the  vagina  and  bladder.  When  we 
remember  the  enormous  disproportion  which  must  occur  during 
dilatation  of  the  cervix  and  vagina,  between  the  bladder  and 
the  attached  cervix  and  vagina,  it  is  not  surprising  that  such  a 
hemorrhage  should  occur,  and  to  me  the  wonder  is  that  it  does 
not  occur  more  frequently.  In  this  connection  I  am  interested 
in  thinking  of  tlie  cases  in  which  vaginal  Cesarean  section  is 
carried  out.  I  have  done  that  operation  three  times,  and  it  is 
accompanied  by  extensive  separation  of  the  bladder,  both  from 
the  upper  part  of  the  vagina  and  the  cervix,  and  yet  there  has 
been  very  little  hemorrhage  to  speak  of.  In  closing  the  incision 
after  the  operation  one  cannot  approximate  the  bladder  to  the 
cer\'ix  and  vagina  with  sutures ;  they  are  simply  allowed  to  lie 
in  apposition,  the  cervix  and  vagina  only  being  stitched.  I 
should  think,  if  there  were  risk  of  hemorrhage  from  the  vessels 
in  the  posterior  surface  of  the  bladder,  we  might  expect  to  find 
hematomata  developing  after  vaginal  Cesarean  section,  but  I 
am  not  aware  that  any  cases  have  been  reported. 

Dr.  a.  H.  Buckmaster. — The  condition  described  by  Dr. 
Williams  is  probably  not  so  rare  as  we  have  supposed,  for  we 
may  not  have  been  skilled  enough  to  recognize  it  at  the  time. 
It  is  not  at  all  uncommon  to  find  these  hematomata  eight  or 
nine  days  after  labor,  and  to  find  a  large  mass  occupjing  the 
position  he  has  pointed  out.  I  recall  three  such  cases  very  dis- 
tinctly, and  each  one  of  them  must  have  been  a  case  of  the 
kind  Dr.  Williams  has  described.  The  absence  of  shock  does 
not  make  this  improbable.  W^e  know  that  at  times  we  may 
have  a  large  hematoma  without  great  shock.  The  question  of 
shock  is  a  relative  one. 
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Dr.  Robert  I/.  Dickinson. — I  wish  to  put  on  record  the 
case  of  a  primipara,  after  easy  labor,  in  whom  a  mass  was  found 
behind  the  pubes  of  about  half  the  size  of  a  fist.  It  started  in 
front  of  the  cervix,  ran  up  the  left  side  behind  the  pubes,  appar- 
ently encircling  the  bladder  on  the  left  side.  At  first  it  was 
supposed  to  be  a  distended  bladder,  but  later  determined  to  be 
a  clot.  That  absorbed  without  any  further  difficulty.  The  net- 
work of  veins  which  is  .so  prominent  between  the  bladder  and 
the  uterus  in  removing  large  fibroids  of  the  uterus  would  fur- 
nish an  explanation  of  hemorrhage  at  that  point.  We  know 
how  troublesome  that  group  of  veins  is  sometimes  in  stripping 
the  bladder  away  from  the  uterus  when  the  bladder  is  elevated 
upon  the  uterus,  and  it  would  furnish  a  clue  for  the  source  of 
origin  of  these  hemorrhages. 

Dr.  Williams. — In  the  first  place,  to  make  the  matter  per- 
fectly clear,  I  should  like  to  say  that  the  subject  under  discussion 
was  intraperitoneal  hematoma  not  associated  with  rupture  of  the 
uterus.  Had  I  included  hematoma  due  to  lesions  of  the  uterus, 
I  am  sure  that  the  members  present  could  readily  adduce  a 
hundred  or  more  cases  of  that  character  from  their  own  expe- 
rience, but  the  case  reported  was  not  associated  with  any  such 
lesion. 

In  reply  to  Dr.  Webster's  question,  I  would  say  that  the 
only  writer  who  has  made  a  similar  statement  as  to  the  source 
of  the  hemorrhage  was  Perret,  in  a  thesis  upon  the  subject  in 
1864. 

Had  time  permitted  I  hoped  to  take  up  the  question  of  in- 
complete rupture  of  the  uterus,  and  I  shall  here  make  a  few 
remarks  upon  the  subject.  If  I  understand  Dr.  Cragin  cor- 
rectly, he  advocates  packing  for  incomplete  and  laparotomy  for 
complete  rupture  of  the  uterus.  My  experience  with  the  in- 
complete tears  associated  with  hematoma  formation  has  been 
very  unfortunate,  as  all  of  the  four  cases  which  I  have  seen 
ended  fatally.  In  each  instance,  with  one  exception,  where  no 
treatment  was  permitted,  the  tear  was  packed  with  iodoform 
gauze;  but  in  spite  of  it  the  hemorrhage  continued,  and  in  two 
cases  gave  rise  to  large  broad  ligament  hematoma,  which  sub- 
sequendy  ruptured  into  the  peritoneal  cavity,  and  I  feel  sure 
had  laparotomy  been  performed  in  the  first  instance,  that  several 
of  the  women  might  have  been  saved. 
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I  consider  in  cases  of  incomplete  rupture  of  the  uterus,  which 
are  not  associated  with  hemorrhage,  that  packing  may  be  a 
satisfactory  method  of  treatment;  but,  on  the  other  hand,  when 
there  is  considerable  bleeding,  and  particularly  when  it  takes 
place  in  the  folds  of  the  broad  ligament,  that  such  a  method  of 
treatment  is  very  uncertain,  and  it  seems  to  me  it  is  far  better 
to  open  the  abdomen,  split  open  the  capsule  of  the  hematoma, 
tie  off  the  bleeding  vessels,  or  amputate  the  uterus  as  the  case 
may  be,  than  to  put  our  hope  in  so  fallacious  an  expedient  as 
packing. 


THE  PREVENTIVE  TREATMENT  OF  PELVIC- 
FLOOR  LACERATIONS. 

By  J.  Clifton  Edgar,  M.D., 
New  York  City. 


Introduction.  Pelvic-floor  injuries  comprise  ruptures 
of  the  fourchet,  posterior  vulval  commissure,  perineum, 
lower  third  of  the  anterior,  posterior,  and  lateral  vaginal 
walls,  and  rectovaginal  septum.  The  tissues  involved  may 
include  the  integument  from  the  anal  orifice  to  the  posterior 
vulval  commissure,  the  mucous  membrane  of  the  vulva, 
vagina,  rectum,  the  cellular  tissue,  and  the  sphincter  and 
levator  ani  muscles. 

Preservation  of  the  structures  of  the  pelvic  floor  during  the 
passage  of  the  fetal  head  and  shoulders  has  been  placed  by 
some  authorities  as  second  in  importance  only  to  preserva- 
tion of  the  lives  of  the  mother  and  child.  From  this  stand- 
point it  is  possible  to  discuss  the  entire  mechanism  and  con- 
duct of  labor,  with  the  one  aim  in  mind  of  favoring  the 
pelvic  floor  under  all  circumstances  when  the  more  weighty 
conditions  do  not  assert  themselves.  This  has  actually  been 
done  by  Krantz  in  a  lengthy  monograph.* 

The  most  important  part  of  the  management  of  the  second 
stage  of  labor  is  the  prevention  of  pelvic-floor  lacerations. 
Lacerations  of  the  fourchet  in  primipara;  and  superficial 
tears  about  the  vulval  orifice  in  both  primiparae  and  multip- 
arse  often  occur,  are  often  unavoidable,  and  usually  readily 
heal,  with  simple  asepsis.     Deep  lacerations  are,  I  believe, 

'  Die  Aetiologie  de  geb  Dammvertet.  zung.  Wiesbaden,  1900. 
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avoidable  in  normal,  ordinary  cases  of  labor.  The  great 
importance  of  avoiding  rupture  of  the  pehic  floor  cannot 
be  overestimated.  It  is  well  known  that  a  large  proportion 
of  gynecologic  cases  owe  their  condition  directly  or  indi- 
rectly to  rupture  of  the  pelvic-floor  muscles  during  labor. 
All  of  us  are  familiar  with  the  published  statistics  of  the 
obstetric  clinic  at  Halle.  Here  we  are  told  that  the  results 
of  ten  years'  observation  with  every  known  method  of  peri- 
neal protection  were  lacerations  extending  beyond  the  com- 
missure in  21.1  per  cent,  of  primipane  and  4.7  per  cent,  of 
multipara. 

The  factors  which  tend  directly  or  indirectly  to  produce 
pelvic-floor  lacerations  are  numerous,  but  for  convenience 
we  can  arrange  them  in  three  major  classes:  (1)  anomalies 
of  the  expulsive  forces;  (2)  anomalies  of  the  vaginal  and 
pelvic-floor  tissue;  (3)  faulty  presentations  and  positions  of 
the  fetus,  and  faulty  mechanism  of  labor. 

These  three  major  causes  can  be  more  concisely  stated  as 
follows: 

(1)  Too  rapid  expulsion  of  the  fetus,  so  that  tearing, 
instead  of  stretching,  results.  (2)  Relative  disproportion  in 
size  between  the  presenting  part  and  the  parturient  outlet. 
(3)  A  faulty  mechanism  of  labor,  whereby  larger  circum- 
ferences of  the  head  and  shoulders  than  necessary  pass 
through  the  parturient  outlet. 

1.  pRELIMINAKY  DIGITAL  STRETCHING  OF  THE  PAR- 
TURIENT Outlet.  From  clinical  experience  extending 
over  a  number  of  years,  I  can  speak  most  enthusiastically 
of  the  preliminary  digital  stretching  of  the  vulval  outlet  in 
primiparte,  and  especially  in  elderly  primiparse,  as  a  pro- 
phylactic measure  in  perineal  protection.  Of  course,  the 
method  has  been  in  use  for  years,  but  I  would  urge  its  more 
extentled  use  in  those  cases  in  which  the  parturient  outlet 
and  the  lower  third  of  the  vagina  are  small  and  rigid.  I 
have  obtained  surprisingly  good  results  by  passing  two 
fingers,   palmar   surface   down,   into   the   parturient  outlet, 
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and  making  intermittent  backward  and  lateral  massage- 
like pressure.  The  motion  is  a  sort  of  eccentric  massage. 
I  am  accustomed  to  use  two  fingers  of  the  same  rather  than 
of  both  hands  for  the  purpose.  The  assistance  of  ether  or 
chloroform  is  most  valuable.  Fifteen  or  twenty  minutes  of 
this  firm  outward  and  backward  rotary  massage-like  stretch- 
ing will  usually  enlarge  suiBciently  the  most  rigid  parturient 
outlet. 

I  have  demonstrated  the  method  repeatedly  to  the  Bellevue 
Hospital  internes,  and  physicians  in  consultation  practice, 
upon  cases  in  which  the  birth  of  the  fetus  without  entire 
loss  of  the  pelvic  floor  at  first  appeared  impossible.  In  a 
particular  instance,  an  elderly  primipara,  aged  thirty-nine 
years,  the  wife  of  a  physician,  I  thus  dilated  an  exceedingly 
rigid  and  small  parturient  outlet  as  a  prehminary  to  a  low 
forceps  operation.  The  husband  who  watched  the  pro- 
cedure was  amazed  at  the  result,  as  no  laceration  of  any 
moment  subsequently  occurred. 

I  confess  that  there  are  certain  kinds  of  pelvic-floor  rigidity 
that  will  resist  this  and  every  method  of  prophylaxis,  and 
tearing  instead  of  stretching  will  occur.  One  patient  in 
private  practice  I  have  delivered  three  times,  yet  in  spite  of 
every  precaution  exclusive  of  episiotomy,  perineal  laceration 
to  the  so-called  second  degree  has  taken  place  in  each  con- 
finement. Since  I  have  more  generally  used  this  method  of 
perineal  dilatation  I  have  seldom  been  compelled  to  resort 
to  episiotomy,  and  that  only  in  cases  of  emergency  where 
time  was  wanting  to  employ  the  stretching  method. 

2.  Episiotomy.  I  have  nothing  new  to  offer  upon  this 
subject.  r^Iy  belief  is  that  the  operation  is  one  for  the  novice 
in  obstetrics.  The  greater  the  clinical  experience  the  more 
infrequently  will  the  operation  ])e  required. 

3.  Head  Delivery.  In  respect  to  head  delivery,  I  have 
again  nothing  that  is  new  to  offer.  I  endeavor,  first,  to  have 
the  delivery  of  the  head  so  slow  that  stretching  and  not 
tearing  of  the  parts  results.    Because  the  pelvic-floor  muscles 
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are  relaxed  in  the  interval  between  the  uterine  contractions, 
head  delivery  is  more  safely  accomplished  at  this  moment, 
hence  I  secure  delivery  of  the  head  during  the  interval. 

4.  Cleidotomy.  Cleidotomy  or  division  of  both  clavicles 
in  dead  fetuses  as  a  preliminary  to  delivery  of  the  shoulders 
has  for  its  object  the  diminution  of  the  bisacromial  diameter. 
This  simple  operation,  rarely  mentioned  in  obstetric  text- 
books, has  never,  I  am  sure,  taken  its  proper  place  in  obstetric 
surgery  as  a  valuable  means  of  lessening  maternal  mor- 
bidity and  mortality.  How  often  have  we  witnessed  a  diffi- 
cult extraction  of  the  shoulders  in  a  generally  contracted 
pelvis  or  outlet  after  the  perforation  and  extraction  of  the 
head.  I  have  seen  twenty  minutes  consumed  in  the  dehvery 
of  the  shoulders.  I  have  seen  the  head  dragged  from  the 
body,  from  the  excessive  traction.  I  have  had  cases  brought 
into  my  BellevTie  Hospital  service  with  the  head  delivered 
and  the  shoulders  still  within  the  pehis.  These  last  are 
usualh'  midwife  cases. 

As  a  matter  of  routine  in  these  cases,  I  di\nde  the  clavicles, 
and  it  is  amazing  how  the  diminution  of  the  bisacromial 
diameter  thus  produced  renders  the  subsequent  extraction 
of  the  fetal  shoulders  a  comparatively  easy  task,  and  quickly 
and  completely  changes  the  clinical  picture  for  the  better. 
In  my  experience  the  operation  readily  reduces  the  bisacro- 
mial diameter  from  five  inches  (12.7  cm.)  to  three  inches 
(7.5  cm.).  For  the  operation  I  always  use  a  pair  of  heavy 
straight  or  curved  obstetric  scissors  of  the  Dubois  tj'pe,  two 
fingers  of  one  hand  being  used  to  guide  the  blunt  points 
to  the  middle  of  each  clavicle.  It  is  usually  necessary  to 
strongly  extend  or  flex  laterally  the  fetal  head  so  as  to  give 
room  for  the  use  of  the  scissors.  I  firmly  beheve,  from  years 
of  careful  clinical  observation,  that  the  posterior  shoulder 
is  responsible  for  many  instances  of  deep  pehac-floor  lacera- 
tion. Further,  that  moderate  ruptures  caused  by  the  passage 
of  the  head  are  often  increased  and  rendered  serious  by  the 
subsequent  passage  of  the  posterior  shoulder. 
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5.  Shoulder  Delivery.  Little  importance  is  usually 
attached  to  the  method  of  shoulder  delivery,  and  it  would 
appear  that  various  methods  are  in  vogue.  Among  five  of 
the  more  recent  text-books  upon  obstetrics  I  find  in  one  but 
eight  lines  devoted  to  the  management  of  shoulder  delivery, 
and  in  another  ten.  One  of  these  five  authors  advises  the 
birth  of  the  posterior  shoulder  first,  the  anterior  being  engaged 
behind  the  s^Tiiphysis ;  the  second,  the  posterior  shoulder 
first,  after  the  anterior  has  been  brought  under  the  symphy- 
sis; a  third  gives  no  specific  directions  whatever,  and  the 
fourth  and  fifth  consider  it  immaterial  which  shoulder  is 
first  allowed  to  emerge  from  the  outlet. 

Observation  will,  I  believe,  convince  anyone  that  con- 
siderable destruction  of  the  perineum  is  often  caused  by  the 
posterior  shoulder.  The  difference  in  the  conformation  of 
the  head  and  shoulders  readily  explains  the  fact.  The  vertex 
is  round  and  smooth,  with  a  tapering  extremity,  and  the 
alternate  descent  and  retraction  of  the  head  in  labor  causes 
a  gradual  and  uniform  distention  of  the  parturient  outlet. 
The  bisacromial  diameter  measures  much  more  than  the 
dorsosternal;  again,  the  shoidders  are  irregular  in  shape,  with 
advancing  surface  ha\'ing  projections  which  stand  out 
abruptly  from  the  comparatively  small  and  thin  neck; 
further,  the  shoulders,  if  left  to  spontaneous  delivery,  are 
commonly  dehvered  by  a  single  uterine  contraction. 

Regarding  the  normal  mechanism  of  shoulder  delivery, 
it  is  generally  true  that  when  the  expulsion  is  purely  sponta- 
neous the  posterior  shoulder  is  born  first.  Auvard  found 
that  in  29  cases  the  posterior  shoulder  came  first  in  16,  and 
the  anterior  in  9  cases.  Leonet  asserts  that  the  anterior 
shoulder  first  disengages  in  90  out  of  100  cases,  if  the  fetal 
head  is  not  supported;  that  the  posterior  first  emerges  in  90 
out  of  100  cases  if  the  head  be  supported. 

I  found  that  when  the  head  was  sUghtly  supported  the 
posterior  shoulder  was  born  three  times  as  often  as  the  ante- 
rior in  69  primiparse,  and  two-and-a-half  times  as  often  in 


Fig.  1. 


Fig.  2. 


Fetal  fatl.a^er  before  cleiilotomy. 
(From  Edgar's  "Ohstetries.") 


Fetal  cadaxer  after  cleidotomy. 
(From  Edgar'.s  "Obstetrics.") 


Fio.  .•?. 


The  operation  of  cleidotom\'.     Performed  with  long,  curved  scissors. 
(From  Edgar's  "  Obstetrics.") 


ShoiiUler  delivery,  first  step.  Directing  the  anterior  shoulder  well  up 
behind  the  symphysis,  thus  securing  tlie  engagement  of  the  cervico- 
acrominl  diameter. 


Slidulder  delivery,  second  step.    Delivery  of  the  posterior  shoulder. 
Fig.  a. 


Shoulder  deliverv.  third  step.      Delivery  of  the  anterior  shoulder  by 
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68  multipar£p.  I  further  found  from  my  observations  in  15 
cases  of  spontaneous  delivery  in  primipara?  and  28  in  multi- 
parse  in  both  the  dorsal  and  lateral  postures  that  posture  of 
the  woman  does  not  appear  to  affect  the  mechanism  of 
shoulder  delivery. 

I  have  been  most  successful  with  the  following  method 
of  shoulder  delivery,  and  either  the  lateral  or  dorsal  posture 
can  be  used  at  will.  1.  The  delivery  of  the  shoulders  is  de- 
layed if  possible  until  nearly  complete  rotation  of  the  bisacro- 
mial -diameter  has  taken  place  (Fig  4).  2.  The  fetal  head 
is  taken  in  the  hand  and  gently  raised  or  pushed,  so  as 
to  bring  the  anterior  shoulder  well  up  behind  the  symphysis, 
thus  giving  the  cervicoacromial  diameter  of  the  fetus  at  the 
outlet  instead  of  the  bisacromial  (Fig.  5).  3.  The  posterior 
shoulder  is  now  allowed  to  pass  out  spontaneously;  when- 
ever possible  manual  extraction  should  be  avoided,  as  this 
increases  the  risk  of  perineal  rupture.  4.  During  the  detention 
of  the  anterior  shoulder  behind  the  symphysis  the  fetal  hand 
of  the  opposite  arm  lying  across  the  fetal  chest  will  usually 
soon  appear  in  the  vulva  (Fig.  6) .  I  have  found  that  delivery 
may  be  safely  assisted  by  slowly  flexing  the  forearm  and  arm 
out  through  the  \ailva,  and  thus  deUvering  the  posterior 
shoulder  by  slight  traction  on  the  posterior  arm.  5.  Should 
the  foregoing  be  impracticable,  and  delay  in  the  expulsion 
of  the  posterior  shoulder  occur,  I  have  found  gentle  traction 
upon  the  head,  the  fingers  encircling  the  neck,  to  be  pref- 
erable to  traction  with  a  finger  in  the  axilla.  6.  Should 
there  be  delay  in  the  delivery  of  the  anterior  shoulder,  after 
expulsion  of  the  posterior,  it  is  best  remedied  by  making 
traction  directly  downward,  with  the  hands  placed  on  the 
sides  of  the  head,  taking  care  not  to  make  too  great  pressure 
on  the  perineum.  As  a  last  resort,  traction  may  be  made  by 
a  finger  in  the  a.xilla. 


THE  im:\iediate  repair  of  lacerations  of 

THE  PERINEUM,  WITH  SPECIAL  REFERENCE 

TO  PLACING  THE  SUTURES  IN  POSITION 

BEFORE  THE  LACERATION  TAKES 

PLACE. 

By  a.  Lapthorn  Smith,  M.D., 
Montreal,  Canada. 


The  importance  of  closing  up  small  tears  of  the  vagina 
and  perineum  has  not  so  far  been  generally  recognized  by 
the  profession.  Year  by  year  we  have  been  getting  to  under- 
stand that  deaths  during  the  puerperium  are  due  to  a  great 
many  causes,  and  we  see  that  just  in  proportion  as  we  suc- 
ceed in  eliminating  these  causes  the  death  rate  in  childbirth 
is  growing  less.  Infection  still  remains  the  greatest  cause, 
and  we  have  still  much  to  do  before  the  whole  rank  and  file 
of  the  profession  of  midwifery  realize  the  importance  of 
making  the  fewest  possible  vaginal  examinations  and  of 
making  even  those  few  as  nearly  aseptic  as  possible.  But 
since  it  is  practically  impossible  to  reach  perfection  in  this 
direction,  we  must  turn  our  attention  to  lessening  the  ave- 
nues by  which  germs  may  enter  the  system  by  immediately 
closing  all  tears  so  as  to  leave  no  raw  surface  in  direct  con- 
nection with  the  lymphatics.  At  one  time  it  was  thought 
that  puerperal  infection  took  place  only  through  the  cavity 
of  the  uterus  and  the  tubes,  or  through  the  placental  site; 
but  since  we  have  been  opening  the  abdomen  for  the  relief 
of  puerperal  septicemia  we  know  that  the  infection  fre- 
quently reaches  the  blood  through  the  lymphatics,  receiving 
lymph  from  the  perineum,  vagina,  and  cervix.     In  nearly 


A.  LAPTHORN  SMITH  215 

every  ease  I  have  seen,  the  chain  of  lymphatics  running  up 
the  side  of  the  uterus  was  filled  with  pus.  More  than  once  I 
have  seen  the  temperature  come  down  promptly  after  wash- 
ing out  the  uterus  and  vagina  and  packing  the  latter  with 
sterile  gauze  so  as  to  stop  absorption. 

The  question  of  the  immediate  closing  of  tears  of  the  cervix 
has  been  assigned  to  other  members  taking  part  in  this  dis- 
cussion. I  heartily  indorse  all  that  has  been  said  in  favor  of 
it,  and  I  know  of  at  least  one  maternity  hospital  where  the 
procedure  has  been  regularly  adopted  and  with  marked  suc- 
cess. As  regards  tears  of  the  vagina,  they  should  be  sewed 
up  with  a  running,  fine  chromicized  catgut  suture  while  the 
patient  is  still  under  the  anesthetic.  Owing  to  the  ease  with 
which  the  cervix  can  be  drawn  down  or  forward  or  backward 
with  a  four-pronged  forceps,  and  owing  to  the  great  disten- 
sibility  of  the  vulva,  especially  if  it  is  torn,  as  it  generally  is 
when  the  vagina  has  been  lacerated,  there  is  no  difficulty  in 
seeing  the  tears  in  the  vagina  and  closing  them  before  closing 
the  perineum.  The  field  of  operation  can  be  kept  clean  by 
having  copious  constant  irrigation  going  on,  or  the  uterus 
can  be  packed  with  gauze  temporarily  to  keep  the  usual 
trickling  of  blood  from  flowing  over  the  vagina. 

For  the  same  reasons  as  the  foregoing,  namely,  to  prevent 
septic  absorption,  it  is  important  to  close  even  small  tears  of 
the  perineum.  During  the  last  fifteen  years  I  have  made  a 
regular  practice  of  putting  in  a  stitch  or  two  in  every  case  in 
which  even  half  an  inch  of  the  fourchet  has  been  torn.  The 
result  has  been  that  my  patients  have  been  almost  entirely 
free  from  the  slight  rise  of  temperature  on  the  second  or  third 
day,  which  it  has  been  customary  to  attribute  to  the  milk,  but 
which  I  suspect  is  due  rather  to  a  little  septic  absorption 
through  these  sHght  lacerations.  I  am  certain  that  patients 
who  have  had  these  small  lacerations  of  the  perineum  repaired 
have  made  better  convalescences  than  those  on  whom  this  was 
not  done.  In  the  case  of  very  considerable  tears  of  the  peri- 
neum, especially  of  those  which  extend  through  the  sphincter 
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into  the  bowel,  the  question  of  loss  of  function  of  the  muscles 
of  the  perineum  and  of  the  pelvic  fascia  is  still  more  impor- 
tant. Emmet  has  described  the  results  of  this  accident  so 
well  that  it  is  unnecessary  to  draw  attention  to  it.  Every 
member  of  this  Society  knows  that  the  separation  of  the 
levator  ani  and  transversus  perinei  muscles  disables  a  woman 
very  considerably.  Nature,  it  is  true,  tries  to  heal  these  tears, 
but  she  is  only  able  to  do  it  by  granulations,  which  are  con- 
verted into  scar  tissue,  which  in  a  place  so  full  of  nerves  as 
this,  must  cause  reflex  irritation  when  the  ine\'itable  con- 
traction takes  place.  There  are  many  other  reasons  which 
are  well  knowTi  to  the  profession  why  we  should  close  all 
tears  of  the  perineum.  I  once  operated  on  a  physician's 
wife,  who  was  a  beautiful  woman  and  a  great  social  favo- 
rite, who  was  lacerated  during  her  first  confinement  and 
was  practically  a  prisoner  in  her  room  for  the  next  twenty 
years,  owing  to  loss  of  control  of  the  bowels.  This  in  turn 
led  to  the  wrecking  of  their  domestic  happiness,  for  the 
reflex  irritation  ruined  her  nervous  system. 

I  admit  that  the  immediate  repair  of  the  cer-\dx,  vagina, 
and  perineum  is  difficult  in  a  poor  house  with  poor  Hght  and 
poor  assistants,  and  it  would  be  better  to  send  for  assist- 
ance in  the  form  of  an  expert  in  plastic  work,  who,  with 
the  help  of  a  nurse  and  the  family  doctor,  could  quickly 
sew  up  all  tears.  But  in  cases  in  which  such  a  man  is  not 
available  the  family  doctor  himself,  if  provided  with  catgut 
and  silkworm-gut  ready  sterilized  and  a  few  P^an  forceps, 
some  small  curved  needles,  and  a  good  needle-holder,  and 
above  all  wath  a  large  curved  perineum  needle  on  a  handle, 
can  obtain  very  good  results.  The  greatest  difficulty  consists 
in  securing  the  divided  ends  of  the  levator  ani  muscles  and 
pelvic  fascia,  which  retract  at  once  when  torn;  for  it  is  of 
little  use  to  sew  up  the  perineum  mthout  taking  in  the 
muscles.  This  difficulty,  however,  can  be  overcome  by  a 
method  which  I  have  demised. 

Just  before  the  child's  head  comes  down  upon  the  peri- 
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neum,  the  patient  is  anesthetized  and  brought  across  the  bed 
with  the  feet  held  by  a  twisted  sheet  or  leg-holder.  The  peri- 
neum is  sterilized  with  soap  and  brush  and  mercuric  bichlo- 
rid,  and  then  with  the  large  curved  needle  firmly  held  in  the 
right  hand,  and  with  the  thumb  of  the  left  hand  in  the  anus 
and  the  left  forefinger  in  the  vagina,  the  needle  is  entered  at 
the  base  of  the  lesser  lip  on  the  patient's  left,  and  passed 
rapidly  under  the  vagina  and  about  two  and  one-half  inches 
above  the  fourchet,  coming  out  at  the  corresponding  point  on 
the  woman's  right  side.  A  silkworm-gut  is  threaded  into  it 
with  the  right  hand,  and  the  needle  is  withdrawn;  followed 
by  the  silkworm-gut,  the  two  ends  of  which  are  caught  with 
a  P^an  forceps.  A  second  one  is  passed  in  the  same  way 
an  inch  lower  down,  but  taking  in  the  muscles  of  the  peri- 
neum. We  can  generally  tell  beforehand,  by  the  rigidity  of 
the  perineum,  whether  the  tear  is  going  to  be  a  bad  one  or 
not;  in  the  former  case  we  can  put  in  a  third  stitch  which 
would  take  in  the  sphincter  ani  on  each  side  of  the  middle 
line.  DeHvery  can  now  go  on  naturally  or  artificially,  but  as 
soon  as  the  placenta  has  been  delivered  the  perineum  is  in- 
spected under  a  good  light  and  a  stream  of  water,  all  clots 
being  rubbed  off  with  the  finger;  the  stitches  are  tied  from 
above  downward,  when  we  will  find  that  there  is  absolutely 
accurate  coaptation  of  the  separated  parts. 

Speaking  of  the  light  in  the  confinement-room,  especially 
of  the  poor,  we  should  always  take  steps  before  delivery  to 
provide  a  good  light,  for  two  reasons:  (1)  that  we  may  see 
how  dirty  the  place  is,  and  (2)  to  see  what  we  are  doing.  As  a 
rule,  a  darkened  room  means  a  dirty  and  a  badly  ventilated 
room.  In  the  daytime  arrange  the  patient  so  that  the  peri- 
neum will  be  facing  a  bright  window,  and  if  the  confinement 
is  likely  to  take  place  at  night  provide  beforehand  for  a  good 
light  easily  available  for  examining  the  perineum.  AMien 
we  hear  physicians  say  that  they  have  never  seen  a  laceration 
of  the  perineum,  they  may  be  teUing  the  truth,  because  they 
attended  all  their  patients  in  a  dark  room. 
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The  presence  of  the  silkworm-gut  stitches  placed  as  stated, 
before  the  head  comes  through  the  perineum  and  hanging 
loosely  attached  by  their  ends  to  a  P^an,  does  not  interfere 
with  the  termination  of  the  labor  in  any  way ;  not  even  if  for- 
ceps are  required.  If  by  keeping  the  pains  under  control  and 
the  head  well  toward  the  symphysis  there  has,  happily,  been 
no  laceration,  no  harm  is  done  by  their  having  been  intro- 
duced; you  simply  take  off  the  P^an  and  draw  them  out. 
AVhile  if  the  perineum  has  been  lacerated  more  or  less  it  is  a 
great  advantage  to  save  time  and  trouble  by  having  them 
already  in,  but  still  more  so  by  having  them  exactly  in  the 
right  place  to  bring  the  lacerated  surfaces  together,  just  as 
they  were  before  the  delivery.  I  have  often  heard  Emmet 
refer  to  the  failure  to  restore  the  muscles;  and  in  many 
cases  in  which  repair  was  immediately  done  I  have  had  to  do 
a  secondary  operation  some  years  later  for  the  restoration 
of  the  muscles. 

In  conclusion,  I  would  strongly  urge  every  accoucheur  to 
have  in  his  bag  a  sealed  tube  with  a  sterilized  needle  and 
catgut  in  alcohol  and  another  with  six  threads  of  silkworm- 
gut  in  alcohol,  as  well  as  a  needle-holder,  a  bullet  forceps, 
and  a  perineum  needle  on  a  handle.  As  good  light  is  a  great 
desideratum,  a  laryngoscopic  mirror  or  headlight  would 
greatly  facilitate  rapid  work. 

The  placing  of  the  perineal  sutures  before  the  tear  occurs 
is  an  instance  in  which  "an  ounce  of  prevention  is  worth  a 
pound  of  cure." 


IMMEDIATE  REPAIR  OF  LXJURIES  OF  THE 
PELVIC  FLOOR. 


Bt  H.  C.  Coe,  M.D., 
New  York  City. 


In  confining  myself  to  a  single  class  of  recent  lacerations 
I  desire  to  emphasize  my  belief  that  by  careful  attention 
to  these  lesions  immediately  after  labor  the  patient  can 
be  spared  the  necessity  of  subsequent  operations. 

I  assume  that  it  is  the  practice  of  all  my  hearers  after  a 
severe  instrumental  or  manual  delivery  to  make  a  thorough 
examination  of  the  soft  parts  for  deep,  as  well  as  for  super- 
ficial lesions,  with  the  view  to  the  immediate,  and  espe- 
cially the  future,  welfare  of  the  patient.  While  our  present 
aseptic  technic  robs  these  injuries  of  their  importance  as 
channels  of  infection,  it  is  contrary  to  the  instincts  of  a 
surgeon  to  leave  extensive  raw  surfaces  to  heal  by  gran- 
ulation. The  question  is  not  "Do  we  repair  such  lesions?" 
but  "Hotv  do  we  repair  them?"  It  must  be  confessed  that 
the  temptation  after  a  long,  tedious  labor,  terminated  instru- 
mentally,  which  leaves  the  patient  exhausted  and  perhaps 
in  considerable  shock,  when  the  light  is  often  bad  (especially 
at  night,  or  early  in  the  morning)  and  the  assistance  not 
the  most  sldlled,  is  to  patch  up  the  bruised  tissues  hastily 
and  to  "trust  to  nature" — whatever  that  may  mean.  Just 
as  after  a  bad  laparotomy,  where  we  may  have  slurred  over 
important  details,  thinking  that  the  patient  may  not  live 
anyhow,  she  does  live  to  be  a  standing  reproach  to  us. 

If  we  adopt  the  ordinary  rule  of  the  modern  accoucheur 
— to  leave  a  woman  in  as  good  condition  as  we  found  her — 
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we  cannot  afford  to  do  superficial  work.  The  public  demands 
of  us  quite  as  much  as  the  profession  in  these  days.  I  need 
not  go  into  the  subject  of  injuries  to  the  pelvic  floor,  as 
that  is  elementary.  We  understand  perfectly  well  why  it 
is  that  a  woman  who,  after  a  medium  forceps  sustained 
apparently  a  superficial  tear,  repaired  at  the  time,  presents 
herself  a  month  or  two  later  with  a  rectocele,  prolapse,  and 
all  the  e\'idences  of  loss  of  support  of  the  pelvic  organs. 
The  fact  is  (as  we  teach  our  students)  that  she  had  not  a 
simple  tear  of  the  perineum,  that  insignificant  structure 
between  the  fourchet  and  the  anus,  but  an  actual  lacera- 
tion of  the  fascia  and  levator  ani  muscles  outside  of  the 
vaginal  tube.  As  has  been  clearly  demonstrated  by  my 
assistant.  Dr.  Studdiford,  by  means  of  dissections  and 
frozen  sections,  the  essential  point  in  the  deeper  lesion  of 
the  pelvic  floor  is  really  separation  of  the  involuntary  fibers 
of  the  levatores  ani  from  the  vagina,  with  or  without  anterior 
and  posterior  tears  (of  the  triangular  ligament  and  sphincter 
ani).  Dr.  Emmet  long  ago  pointed  out  the  chnical  result 
of  the  lesion,  and  demonstrated  the  fact  that  the  ordinary 
operations  of  colpoperineorrhaphy  failed  to  repair  this. 
From  our  experience  in  a  considerable  number  of  cases  at 
Bellevue  we  have  found  that  the  circular  buried  suture 
suggested  by  Studdiford,  which  penetrates  the  entire  thick- 
ness of  the  vagina  at  the  sulci,  does  permanently  reattach 
the  torn  fascia  and  restore  the  parts  to  their  normal  con- 
dition. Hence  I  affirm  that  this  suture,  or  a  modifica- 
tion of  it  (of  chromic  gut  or  kangaroo  tendon),  should 
be  used  in  the  immediate  operation  if  the  surgeon  expects 
to  avoid  the  rectocele  which  is  itself  an  indication  of  im- 
perfect technic,  no  matter  how  satisfactory  the  immediate 
result  may  appear  to  be.  It  can  be  easily  and  quickly 
inserted,  entirely  controls  the  troublesome  oozing  which  is 
often  present,  and  brings  the  separated  levator  ani  muscles 
into  close  contact  with  the  relaxed  vagina.  The  sooner  we 
recognize  this  as  the  common  and  inevitable  consequence 
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of  difficult  delivery,  the  sooner  we  shall  learn  to  look  for 
it  and  repair  it  at  the  time,  and  not  wait  until  its  results 
have  become  marked.  But  the  best  test  is  the  ultimate 
condition  of  the  patient,  as  indicated  in  the  following  illus- 
trative case: 

Six  weeks  ago  I  had  occasion  to  anticipate  by  two  weeks 
the  delivery  of  an  old  primipara,  with  a  normal  pehis,  but 
rigid  soft  parts,  whose  condition  had  caused  me  anxiety 
from  the  beginning  of  pregnancy.  The  fetus  was  large,  lay 
in  an  occipitoposterior  position,  and  the  head  could  not 
be  engaged.  Without  going  into  details,  suffice  it  to  say 
that  the  membranes  ruptured  early,  that  it  was  necessary 
to  complete  the  dilatation  manually,  to  apply  high  forceps 
(on  account  of  fear  of  rupture  of  the  uterus),  and  that 
delivery  of  a  U\'ing  child  was  effected  only  after  an  hour 
of  hard  work,  during  which,  in  spite  of  the  greatest  care, 
the  cervix  was  badly  lacerated  and  the  pelvic  floor  also, 
some  of  the  fibers  of  the  sphincter  being  involved.  The 
uterus  contracted  well,  but  hemorrhage  was  so  profuse  that 
I  at  once  sutured  the  cervical  tear.  Ha\-ing  skilled  assist- 
ance I  spent  fifteen  to  twenty  minutes  repairing  the  lacera- 
tion of  the  pelvic  floor,  using  both  buried  and  superficial 
sutures,  the  parts  being  thoroughly  exposed  by  a  gloved 
finger  introduced  into  the  rectum.  My  aim  was  not  only 
to  strengthen  the  sphincter,  but  to  pass  my  sutures  clear 
through  the  vagina,  in  order  to  pick  up  the  torn  levator  ani 
fibers,  or  fascia,  especially  at  the  points  where  they  are 
attached  to  the  vagina  (at  the  lateral  sulci)  and  also  where 
they  blend  with  the  sphincter  ani. 

The  patient  rallied  well  after  her  prolonged  ether  anes- 
thesia (nearly  two  hours),  and  had  an  afebrile  convalescence, 
being  able  to  nurse  her  baby.  The  ultimate  result,  with 
which  we  are  immediately  concerned,  has  been  most  satis- 
factory. Anatomically  and  symptomatically,  she  is  appar- 
ently in  just  as  good  condition  as  she  was  before  delivery. 
(Six  months  later  the  result  is  still  as  good.) 
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That  it  pays  to  devote  such  careful  attention  to  recent 
lacerations  has  been  proved  so  many  times  in  my  experience, 
that  a  patient  must  be  in  a  serious  condition,  indeed,  when 
I  would  be  content  hastily  to  close  a  lacerated  pelvic  floor 
with  a  superficial  catgut  suture,  as  I  have  done  (and  seen 
others  do)  so  often  in  the  past.  In  laceration  through  the 
sphincter  I  believe  that  a  successful  result  from  an  immediate 
operation  should  be  the  rule  and  not  the  exception.  Only 
twice  has  the  condition  of  the  patient  been  such  that  I  have 
thought  it  \Ndser  to  wait  for  a  secondary  operation. 

It  is  true  that  the  bruised  condition  of  the  tissues  often 
renders  immediate  repair  difficult,  but  with  a  little  patience 
the  parts  can  be  brought  in  exact  apposition.  Provided  that 
the  ends  of  the  muscle  have  been  united  with  a  non-absorb- 
able  suture,  that  the  after-treatment  is  intelligent  (especially 
as  regards  securing  a  loose  movement  of  the  bowels  on  the 
third  or  fourth  day),  and  above  all,  that  the  asepsis  is  perfect, 
I  see  no  reason  to  look  for  anytliing  but  perfect  success. 
How  much  future  trouble  and  annoyance  the  .patient  is 
spared  is  self-e\adent. 

The  most  brilliant  obstetric  operation  counts  for  little  if 
the  patient  is  left  with  incontinence  or  a  rectovaginal  fistula. 
And  it  is  just  in  these  cases  of  complete  laceration  that  I 
insist  upon  the  necessity  of  repair  of  the  deep  pelvic  floor 
lesion,  as  well  as  of  the  perineum.  One's  attention  is  so 
apt  to  be  centered  on  the  torn  sphincter  that  one  overlooks 
the  miscliief  that  is  done  prior  to  the  delivery  of  the  head. 

In  a  word,  the  modern  accoucheur  must  be  a  thoroughly 
trained  gynecic  surgeon,  who  not  only  recognizes  the  true 
lesion  at  the  time  of  its  occurrence,  but  looks  into  the  future 
and  sees  the  patient's  condition  months  after  the  injury. 
Our  esteemed  Fellow,  Dr.  Hirst,  was  right  when  he  said 
that  "the  specialist  in  obstetrics  must  be  an  expert  in  the 
surgical  treatment  of  diseases  of  women." 
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DISCUSSION    OF    THE   SYMPOSIUM   ON  INJURIES 
OF  THE  PERINEUM. 

Dr.  Edwin  B.  Cragin. — It  gives  me  great  pleasure  to 
indorse  most  of  the  remarks  of  the  first  paper.  There  are  just 
a  few  points  I  would  like  to  lay  a  little  stress  on.  In  the  first 
place,  in  regard  to  the  stretching  of  the  vulva,  recommended 
by  Dr.  Edgar,  I  will  say  that  I  have  found  that  of  value,  espe- 
cially before  the  application  of  forceps  in  a  narrow  vulval  out- 
let; but  a  little  stress  should  be  laid  on  the  danger  that  some- 
times follows  or  accompanies  it;  that  is,  if  the  stretching  is 
extended  a  Httle  beyond  what  is  right  and  little  lesions  of  the 
vulva  occur  either  at  the  hvmen  or  at  the  fourchet,  when  the 
shoulders  come  down  they  are  apt  to  increase  the  small  lesions 
into  large  ones,  so  that,  although  I  recognize  the  value  of  the 
procedure,  I  think  we  should  always  recognize  the  danger  of 
it,  unless  the  case  is  in  the  hands  of  a  very  careful  man. 

In  regard  to  episiotomy,  I  feel  with  Dr.  Edgar  that  the  indi- 
cations for  it  are  very  seldom,  if  ever,  present.  Personally,  at 
the  Sloane,  I  never  do  it,  nor  do  I  allow  any  of  my  assistants 
to  do  it. 

With  reference  to  cleidotomy,  we  all  recognize  the  value  of 
that  procedure  in  narrow  pelves  where  the  shoulders  have  been 
delayed  in  their  descent. 

In  regard  to  the  birth  of  the  posterior  shoulder,  I  do  not  believe 
that  enough  stress  is  laid  upon  that  as  a  factor  in  laceration  of 
the  perineum  by  the  majority  of  obstetricians.  I  have  no  doubt 
but  that  the  shoulder  is  the  factor  in  a  great  many  of  the  lacera- 
tions of  the  perineum  that  are  extensive.  A  small  laceration 
started  by  the  fetal  head  is  increased  in  the  majority  of  cases 
by  the  shoulder.  Therefore,  I  believe  that  all  the  stress  Dr. 
Edgar  has  laid  on  the  treatment  of  the  delivery  of  the  shoulder 
is  of  value.  It  may  be  of  interest  to  mention  how  the  same 
thing  may  be  accomplished  in  different  ways.  For  instance,  it 
is  our  custom  at  the  Sloane  to  deliver  the  anterior  shoulder 
first,  and  we  do  this  for  the  reason  that  we  believe  if  a  small 
laceration  of  the  perineum  is  started  by  the  birth  of  the  head 
we  can  save  further  extension  of  the  laceration  in  the  birth  of 
the  remainder  of  the  child  by  keeping  the  pressui'e  and  weight 
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ofif  from  the  perineum  as  much  as  possible.  In  the  method  of 
delivery  of  the  posterior  shoulder  first,  when  the  anterior 
shoulder  is  delivered  the  head  and  body  have  to  fall  back  upon 
the  perineum;  but  by  the  delivery  of  the  anterior  shoulder  first, 
as  soon  as  that  is  born  we  raise  the  shoulder  and  head  and 
the  body  as  it  comes  along  is  lifted  from  the  perineum.  It  is 
simply  another  way  of  accomplishing  the  same  thing,  but  in 
our  experience  it  is  very  satisfactory,  and  therefore  we  con- 
tinue it. 

In  regard  to  the  paper  of  Dr.  Lapthorn  Smith,  it  is  the 
general  rule  not  to  cross  a  bridge  before  you  come  to  it.  It 
seems  to  me  that  it  is  a  good  rule  to  follow  in  obstetrics.  In  the 
method  he  advocates  he  is  not  only  crossing  a  bridge  before  he 
comes  to  it,  but  he  is  building  a  bridge  which  may  subsequently 
present  difficulties  in  crossing.  It  may  not  be  needed,  and  the 
extra  needle  points  for  the  introduction  of  these  sutures,  unless 
his  sutures  and  points  of  introduction  are  thoroughly  sterile, 
may  increase  the  danger  of  infection,  the  very  thing  most  of  us 
are  anxious  to  avoid,  if  possible,  in  obstetrics. 

Dr.  E.  W.  Gushing. — In  reading  a  paper  on  this  subject  a 
short  time  ago  I  stated  that  in  my  practice  I  usually  closed  a 
wound  or  laceration  in  the  perineum  before  the  placenta  was 
expelled.  It  is  merely  a  matter  of  ten  or  fifteen  minutes  while 
the  woman  is  deeply  under  anesthesia;  there  is  no  blood  or 
discharge;  it  is  very  convenient  to  utilize  the  time  and  avoid 
hemorrhage  by  closing  any  rent  there  may  exist  in  the  perineum 
then.  The  question  has  arisen  as  to  what  would  happen  in 
those  cases  in  which  the  placenta  would  not  come  out  and  must 
be  removed  after  the  rent  was  closed.  I  have  found  no  diffi- 
culty whatever  in  that  respect.  The  opening  is  as  big  as  it  ought 
to  be,  even  after  the  laceration  or  lacerations  are  closed.  If  we 
should  find  it  necessary — and  occasionally  we  will  run  across 
such  cases — to  introduce  the  hand  to  remove  the  placenta,  it 
would  not  be  a  difficult  matter  to  cut  a  couple  of  stitches  or 
leave  two  untied  and  held  in  a  P6an  forceps  until  such  time 
as  we  are  assured  the  placenta  can  be  expressed. 

I  shall  be  glad  to  know  from  the  gentlemen  who  read  these 
papers  the  best  time  to  close  a  lacerated  perineum. 

Dr.  Bache  McE.  Emmet. — In  \-iew  of  the  consideration 
of  lacerations  of  the  perineum,  we  may  take  into  account  those 
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that  are  practically  of  the  same  order,  but  not  of  necessity 
lacerations,  namely,  overdistention,  dilatation  of  the  parts,  and 
injuries,  the  results  of  which  are  similar  to  those  from  destruc- 
tion of  tissue.  Many  of  the  cases  we  see  in  suffering  women 
are  lacerations  due  largely  to  overstretching;  there  is  also  sub- 
involution, and  in  many  cases  the  patients  have  not  been  prop- 
erly cared  for.  There  may  be  slight  adhesions.  In  some  cases 
we  see  the  cessation  of  lactation  or  interference  with  it  from  a 
slight  septicemia  in  nursing  their  babies.  The  uterus  does  not 
undergo  the  proper  atrophy,  nor  the  tissues  outside,  the  vagina 
markedly  so,  and  if  they  are  allowed  to  rest  for  the  ordinary 
time  we  see  these  parts  prolapsing,  and  results  are  brought 
about  such  as  are  observed  when  there  have  been  lacerations 
of  the  deeper  tissues.  Rectocele  usually  takes  place,  and  the 
uterus  coming  down  with  a  certain  amount  of  sagging,  retro- 
version occurs,  and  we  have  to  go  through  the  whole  process 
of  events  to  restore  the  parts  to  their  natural  conditions  and 
bring  about  the  results  we  desire. 

Dr.  Edward  P.  D.^.vis. — As  regards  the  paper  of  Dr.  Edgar, 
it  has  been  our  custom  to  consider  expulsion  of  the  shoulder 
as  a  very  important  portion  of  the  birth  of  the  child.  The 
anesthesia  brought  into  play  to  minimize  laceration  during 
the  expulsion  of  the  head  should  be  continued  until  the  shoulders 
have  been  born,  and  in  that  simple  precaution  we  have  an 
efficient  remedy  against  extensive  laceration  by  the  shoulder. 
It  is  our  custom  to  allow  the  fetal  head  to  be  born  with  due 
care  of  the  shoulder  nearest  the  external  orifice.  Sometimes 
the  lower  shoulder  is  the  most  available;  sometimes  the  upper 
shoulder  can  be  born  first.  We  conduct  the  delivery  of  the 
shoulders  with  reference  to  the  position  of  the  child's  trunk 
when  the  head  has  been  expelled,  choosing  either  shoulder  as 
the  case  indicates,  being  careful  to  carry  out  some  of  the  manip- 
ulations described,  raising  the  head  and  controlling  the  expul- 
sion of  the  fetal  body. 

To  prevent  laceration  of  the  posterior  pelvic  floor,  we  must 
remember  the  danger  of  laceration  of  the  anterior  segment  of 
the  pelvic  floor,  and  considerable  hemorrhage  and  laceration 
into  the  veins  about  the  clitoris  and  other  adjacent  structures 
may  follow  a  too  vigorous  endeavor  to  protect  the  posterior 
segment.      For   that    reason   we   let    nature    declare    herself, 
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so  far  as  she  will,  as  regards  the  method  of  delivery  of  the 
shoulders. 

As  regards  the  paper  of  Dr.  Coe,  it  is  our  experience  that  a 
complete  tear  through  the  sphincter  muscle  almost  never  fails  to 
heal  when  the  laceration  is  absolutely  closed.  We  have  seen  no 
failures  in  our  hospital  cases.  I  recall  no  private  case  of  failure 
of  the  sphincter  muscle  to  unite  functionally  after  appropriate 
closure  of  a  very  recent  laceration.  It  is  our  habit  to  use  rubber 
gloves  or  rubber  finger,  raising  the  bottom  of  the  pelvic  floor  by 
the  introduction  of  the  finger  into  the  rectum ;  protecting  the  hand 
from  infection,  we  can  bring  the  lacerations  in  the  sulci  into  view ; 
closing  the  upper  borders  of  the  sulci,  and  giving  attention  to  the 
sphincter  we  have  secured  important  points  in  the  pelvic  area. 
The  other  parts  of  the  laceration  are  closed  without  special 
difficulty.  Certain  it  is,  those  of  experience  should  not  despair 
of  securing  good  closure  of  the  torn  sphincter  if  thej'  operate 
cleanly  and  promptly  and  recognize  the  muscle  and  bring  it 
together. 

Dr.  Ely  Van  de  Warker. — It  has  been  a  privilege  for  me  to 
be  here  to-day  and  to  have  listened  to  Dr.  Edgar's  paper,  because 
I  have  had  a  strong  feeling  on  the  subject  of  laceration  of  the 
perineum  and  have  taken  issue  with  text-books  so  long  in  the 
past  that  it  was  due  to  the  fetal  head  that  I  hoped  this  matter 
would  come  up  and  be  definitely  settled  that  it  is  the  shoulder 
which  is  the  part  at  fault  in  the  production  of  perineal  tears.  I 
remember  some  years  ago,  when  the  first  edition  of  Dr.  Davis' 
book  appeared,  and  which  I  revised,  I  took  that  ground  firmly; 
but  I  had  also  written  on  the  subject  before,  and  all  that  has  been 
written  in  this  regard  seems  to  have  fallen  on  barren  soil,  because 
I  think  the  text-books  have  been  continually  perpetrating  the 
error  and  placing  stress  where  it  does  not  belong,  on  the  head 
instead  of  the  shoulders  of  the  child. 

I  would  like  to  go  back  seventy-five  or  one  hundred  years 
and  call  the  attention  of  the  Fellows  to  a  little  instrument  that 
my  old  preceptor  used  successfully,  called  the  vectis.  It  is  an 
instrument  of  precision  almost  in  this  sense,  that  the  individual 
factor  of  the  operator  comes  in  in  the  use  of  the  vectis.  With 
the  use  of  the  forceps,  so  carefully  formulated  are  the  rules  that 
the  individual  factor  of  the  operator  is  practically  eliminated.    It 
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is  merely  a  question  of  liow  you  are  going  to  pull  and  in  what 
direction;  whereas  the  vectis  gives  you  the  chance  to  keep  back  a 
part,  retard  its  onward  movement  while  encouraging  the  onward 
movement  of  another  part.  I  have  used  the  vectis  very  little 
myself,  but  I  have  known  him  to  do  such  wonderful  things 
with  it  that  I  would  like  to  call  the  attention  of  the  Fellows 
to  the  instrument. 

Preventive  medicine,  I  suppose,  is  one  of  the  chief  agencies 
of  the  age.  If  we  can  prevent  anything  it  is  far  better  than  to 
cure  it  after  it  has  occurred,  and  if  one  is  satisfied  that  Dr. 
Smith's  preventive  sutures  will  safeguard  the  perineum  against 
injury,  we  must  look  upt)n  him  as  a  benefactor  to  his  race 
and  he  ought  to  have  his  picture  in  the  Hall  of  Fame;  but  it 
strikes  me  that  this  method  would  do  just  the  opposite  for  him. 
It  appears  to  prevent  the  natural  resiliency  of  the  parts, 
you  cannot  put  these  sutures  through  from  side  to  side,  as 
described  by  Dr.  Smith,  and  preserve  the  resiliency  of  the  parts, 
because  where  the  head  comes  first  and  the  shoulders  second 
you  are  going  to  have  a  mechanical  impact,  and  the  parts 
are  just  as  elastic  as  the  sutures  that  are  used  to  fasten  them. 
The  normal  elasticity  of  the  perineum  should  not  be  interfered 
with.  The  perineum  has  the  capacity  to  stretch,  to  elongate, 
instead  of  tear.  It  seems  to  be  the  natural  endowment  of  the 
perineum  if  it  is  not  carried  beyond  the  breaking  point.  Of 
course,  there  are  lesions  produced  which  are  liable  to  be  foci 
of  infection,  as  Dr.  Smith  has  pointed  out,  but  we  might  elimi- 
nate these.  I  do  not  think  I  shall  practice  Dr.  Smith's  pro- 
posed method.  I  say  proposed,  because  I  do  not  understand 
that  he  has  actually  put  it  into  practice. 

Dr.  Smith. — Yes  I  have,  many  times. 

Dr.  a.  F.  a.  King. — I  want  to  present  just  a  single  idea. 
There  is  a  difference  of  opinion  as  to  whether  the  anterior  or 
posterior  shoulder  should  be  born  first.  I  do  not  think  there 
should  be  any  doubt  about  the  posterior  shoulder  being  born 
first.  With  this  difference  of  opinion  there  is,  so  to  speak,  a 
supreme  court,  the  court  of  nature,  to  which  we  may  submit 
this  question.  Let  us  suppose  that  here  is  a  woman  being 
delivered  by  herself.  If  there  is  no  great  distention  of  the  peri- 
neum  after  the   head   is    born,   and    if   the   shoulders   are   of 
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moderate  size,  they  will  soon  be  delivered  without  laceration  of 
the  perineum.  Let  us  suppose  a  large  pair  of  shoulders,  so  that 
it  will  take  some  minutes  before  the  shoulders  are  delivered^ 
will  the  savage  woman  lie  still?  No.  She  will  rise  and  sit  up; 
she  will  pull  the  head  toward  the  pubes;  she  won't  push  it  away. 
She  will  push  the  anterior  shoulder  back  and  let  the  posterior 
shoulder  come  first. 

Take  a  case  of  breech  presentation,  it  is  the  same  thing. 
If  there  is  any  delay  in  the  after-coming  head  the  woman  with 
a  spirit  of  affection  and  investigation  will  lift  the  child's  body 
up  toward  the  abdomen,  just  as  the  obstetrician  has  learned  to 
do  by  a  scientific  study  of  the  subject.  Exactly  in  the  same 
way  we  modern  obstetricians  have  learned  to  make  pressure 
on  the  fundus  to  express  the  placenta. 

This  pressure  is  necessary  in  the  civilized  woman,  who  is  the 
only  animal  in  creation  that  turns  over  her  newborn  child  to 
another  individual  of  the  same  species — the  nurse. 

In  a  state  of  nature  the  parturient  woman  would  sit  up,  flex 
forward  her  body  to  take  the  child,  and  put  it  to  her  breast. 
Suction  of  the  nipple  would  thus  produce  uterine  contraction, 
aided  by  the  child's  feet  pummelling  the  fundus,  and  by  in- 
creased abdominal  pressure  upon  the  uterus  caased  by  the 
woman  flexing  her  body  forward,  the  diaphragm  and  pelvis 
being  thus  made  to  approach  each  other.  In  modern  practice 
the  hand  of  the  obstetrician  secures  the  same  result;  and  it  is 
right.  The  supreme  court  of  nature  confirms  it,  in  the  same 
manner  as  it  confirms  the  method  of  delivering  the  posterior 
shoulder  first. 

Dr.  Hiram  N.  Vineberg. — I  merely  rise  to  say  that  I  have 
been  following  the  practice  mentioned  by  Dr.  Gushing,  of  putting 
in  sutures  after  the  birth  of  the  child  and  before  the  placenta 
is  expelled.  That  I  do  in  cases  of  moderate  tear  of  the  perineum 
where  the  woman  is  not  e.xliausted.  But  in  real  bad  cases, 
such  as  Dr.  Coe  has  described,  I  think  the  best  results  can  be 
obtained  by  doing  an  operation  five  or  sLx  or  twelve  hours  after 
delivery  (unless,  of  course,  there  is  profuse  hemorrhage).  The 
operation  then  can  be  done  with  proper  assistants;  the  operator 
is  in  better  shape  himself  and  the  patient  has  had  time  to  rally 
from  the  shock  of  a  difficult  and  protracted  labor. 
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It  seems  to  me  that  not  enough  stress  is  laid  upon  the  fact 
that  the  tears  are  not,  as  a  rule,  in  the  median  line,  but  in 
either  sulcus  or  vagina,  and  in  the  bad  tears  that  extend  down 
to  the  cellular  tissue  it  requires  thorough  exposure  with  lateral 
retractors  to  apply  the  sutures  properly. 

Dr.  Davis  brought  out  a  good  point  in  stating  that  the  lacera- 
tions are  not  limited  to  the  posterior  aspect  of  the  pelvic  floor,  as 
in  a  great  many  cases  the  anterior  wall  of  the  vagina  and  vulva 
are  severely  lacerated,  and  I  have  seen  profuse  hemorrhage 
occur  from  those  parts. 

Dr.  Edg.\r. — The  danger  of  laceration  from  digital  stretching 
of  the  vulva  is  practically  the  same  as  the  danger  of  laceration 
from  digital  dilatation  of  the  cer\-ix,  and  when  we  use  ordinary 
precaution  stretching  and  not  laceration  is  produced. 

Cleidotomy  was  forced  upon  me.  In  an  ambulance  service  I 
have  had  patients  turned  over  to  me  by  midwives  who  have 
abandoned  them,  or  they  are  referred  to  us  by  physicians  to  be 
delivered.  There  are  many  of  them  in  which  the  fetus  is  dead 
when  they  come  in.  I  have  seen  patients  brought  into  this  ser- 
vice with  the  fetal  head  hanging  out  and  large  shoulders  un- 
delivered, and  I  corisidered  it  less  mutilating  to  the  mother  to 
divide  the  fetal  clavicles,  and  this  I  have  done  in  several  cases. 

As  regards  the  remarks  of  Dr.  Cragin  about  the  delivery  of 
the  posterior  shoulder,  it  is  a  matter  of  personal  experience.  I 
have  tried  in  a  series  of  cases  delivering  the  anterior  shoulder 
first,  and  in  another  series  I  have  tried  delivering  the  posterior 
shoulder  first,  and  I  have  gotten  better  results  by  the  latter 
method  than  any  other. 

Dr.  King  spoke  of  the  posterior  shoulder  appearing  first.  I 
have  no  doubt  about  that.  I  admit  the  danger  of  laceration 
about  the  anterior  commissure,  but  if  the  anterior  shoulder  is 
not  drawn  up  too  much,  if  the  uterine  action  is  not  too  strong, 
the  danger  of  laceration  behind  the  clitoris  and  at  the  anterior 
commissure  is  practically  minimal. 

The  statement  made  by  Dr.  Smith  that  laceration  of  the  per- 
ineum can  always  be  prevented,  I  personally  would  not  like  to 
see  go  out  unchallenged.  I  know  of  no  way  by  which  a  lacera- 
tion of  the  perineum  can  always  be  prevented.  To  say  that 
a  perineum  will  or  will  not  rupture  in  a  given  case  is  an  im- 
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possibility.  Such  a  statement  is  not  borne  out  by  the  chnical 
facts.  We  see,  for  instance,  a  primipara  with  a  vulval  outlet 
so  narrow  that  it  appears  to  be  absolutely  impossible  for  a  five 
months'  fetus  to  be  delivered  without  tearing  the  pelvic  floor 
all  to  pieces,  yet  with  care  and  dilatation,  the  proper  use 
of  chloroform,  time,  allowing  the  head  to  come  down  only 
after  the  parturient  canal  is  dilated,  we  can  deliver  the  child 
without  any  laceration  of  the  pehic  floor,  whereas  in  the 
first  instance  it  seemed  impossible.  There  are  cases  in 
which  we  can  protect  the  perineum  from  laceration,  while  in 
others  a  laceration  will  occur  in  spite  of  every  precaution.  I 
recall  one  case,  a  young  woman  who  was-dehvered  twice. 
She  had  a  laceration  of  the  sphincter  of  the  second  degree  in 
the  first  confinement,  and  although  every  precaution  was  taken 
for  the  prevention  of  a  laceration  in  her  second  confinement, 
yet  one  occurred. 

Dr.  Smith. — I  am  sure,  if  Dr.  Van  de  Warker  grasped  my 
point,  he  would  be  one  of  the  strongest  advocates  of  the  method 
which  I  have  been  using.  I  do  not  tie  these  stitches.  I  intro- 
duce them,  and  they  lie  harmless  in  the  tissues.  I  let  them 
remain  there  until  I  want  them.  You  need  not  have  any  fear 
that  the  presence  of  these  stitches  will  cause  infecti'on,  for  I  take 
as  elaborate  precautions  for  this  work  as  I  do  for  a  laparotomy. 
I  sterilize  my  hands  and  the  skin  of  the  perineum  as  well  as  the 
needle  and  ligatures,  and  what  harm  can  come  from  these 
stitches  if  they  are  allowed  to  lie  there  until  they  are  wanted? 
If  they  are  not  wanted,  they  can  be  taken  out  in  a  moment.  If 
wanted,  they  are  there  ready  to  be  used  the  very  moment  the 
placenta  is  delivered,  and  in  two  minutes  the  important  duty 
is  over,  and  he  can  get  away  feeling  secure  that  raw  surfaces 
have  been  closed  against  infection  and  muscles  have  been  accu- 
rately brought  together. 

Dr.  Edgar  does  not  believe  that  one  can  tell  beforehand 
whether  there  is  going  to  be  a  laceration  of  the  perineum  or  not, 
but  if  he  had  seen  some  practitioners  apply  forceps  long  before 
this  time  with  two  feet  on  the  pelvis,  and  pull,  he  would  have 
a  pretty  good  idea  that  there  would  be  a  laceration  of  the  per- 
ineum. Furthermore,  he  says  no  man  can  tell  whether  a 
given  perineum  is  going  to  rupture  or  not  during  the  delivery 
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of  the  child,  because  sometimes  a  perineum  gets  lacerated  when 
we  think  such  a  thing  should  not  occur.  We  have  all  at  some 
time  or  another  made  the  mistake  of  putting  on  forceps  and 
pulling  the  head  through  a  rigid  perineum  before  it  had  had  time 
to  relax,  and  in  these  cases  we  can  prepare  for  what  is  almost 
sure  to  happen. 

Owing  to  excessive  education  the  perception  of  pain  is  be- 
coming more  and  more  acute,  and  the  kind-hearted  accoucheur 
cannot  bear  to  see  them  suffering  agony  for  twenty-four  hours 
in  the  first  confinement,  as  he  should,  and  he  therefore  applies 
the  forceps  much  sooner  than  his  judgment  tells  him  he  should. 
But  we  have  a  remedy  for  quieting  the  nervous  system.  We 
have  an  opiate.  The  most  successful  man  in  this  line  of  work 
in  Montreal,  who  is  a  favorite  with  all  the  women,  gives  them 
a  grain  or  two  of  opium  at  the  first  visit,  which  takes  the  keen 
edge  off  of  the  pain.  This  allows  the  woman  to  sleep  all  night, 
just  as  most  uneducated  women  do.  That  is  a  great  advantage. 
I  think  if  this  were  done  more  generally  we  would  be  com- 
pelled to  use  the  forceps  less  often,  and  we  would  have  less 
lacerations  of  the  cervix  than  we  do. 

Dr.  Coe. — Preliminary  dilatation  of  the  pelvic  floor  has  been 
referred  to,  and,  it  seems  to  me,  if  properly  done  there  is 
little  danger  of  laceration  following  it.  I  cannot  recall  any  but 
slight  tears  of  the  mucous  membranes,  which  have  followed 
this  procedure.  I  believe  the  cases  Dr.  Emmet  referred  to, 
of  subinvolution  or  relaxation  of  the  perineum,  are  really  deep 
lacerations. 

Dr.  Cashing  referred  to  suturing  before  the  removal  of  the 
placenta.  Dr.  Marx  read  a  paper  on  this  subject  'many  years 
ago,  at  which  time  I  took  exception  to  his  method,  although 
his  idea  was  simply  to  put  the  sutures  in  position  before  ex- 
pressing the  placenta,  Labor,  too,  is  surrounded  by  more 
or  less  uncertainty.  In  reply  to  a  question  by  Dr.  Goffe,  I 
would  say  that  the  circular  suture  referred  to  is  described  at 
length  by  Dr.  Studdiford  in  a  recent  number  of  the  Armrican 
Journal  of  Obstetrics.  With  this  suture  he  includes  the  superficial 
fibers  of  the  sphincter,  penetrates  the  entire  thickness  of  the 
vagina  beneath  the  left  sulcus,  emerges,  picks  up  the  invol- 
untary fibers  of  the  levator  ani  muscles,  which  (as  has  been 
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demonstrated  by  him  on  frozen  sections)  are  lacerated  at  the 
time,  passes  it  around,  still  buried,  goes  under  the  right  sulcus, 
again  picks  up  the  muscle,  and  comes  out  in  the  median  line, 
picking  up  the  superficial  fibers  and  making  a  purse-string. 
This  brings  together  the  sulci  and  disposes  entirely  of  the 
relaxed  condition  of  the  vagina,  elevates  the  depressed  sphincter 
and  restores  it  to  its  natural  relations.  We  have  tried  this  in  a 
series  of  cases  at  Bellevue  Hospital,  with  entirely  satisfactory 
results. 


ON  UNIFORMITY  IN  PELVIC  AND  CRANIAL 
MEASUREMENTS. 

By  a.  F.  a.  King,  M.D., 
Washington,  D.  C. 


After  nearly  two  centuries  of  painstaking  effort  by  leading 
anatomists,  anthropologists,  and  obstetricians  throughout 
the  civilized  world,  it  would  seem  that  we  ought  by  this  time, 
if  ever,  to  know  definitely  what  are  the  actual  dimensions  of 
a  typically  normal  pelvis  and  fetal  head.  But  this  desirable 
acquisition  seems  still  beyond  our  reach.  The  author  of 
almost  every  new  text-book  on  obstetrics  gives  measure- 
ments different  from  those  of  his  predecessors.  Hardly  any 
two  are  exactly  alike.  If  any  one  of  them  be  actually  right 
then  all  the  others,  in  so  far  as  they  differ  from  this  right 
one,  must  be  actually  wrong. 

This  diversity  of  opinion  is  too  well  known  by  the  Fellows 
of  our  Society  to  need  any  special  accentuation  or  argument 
at  this  time;  it  is  familiar  to  all.  By  way  of  illustration  and 
for  other  purposes  I  have,  however,  put  down  in  the  table 
here  presented  the  measurements  of  the  superior  strait  of 
the  pelvis  as  given  by  twenty-five  leading  obstetricians, 
from  the  time  of  Smellie  up  to  the  present  day.  About 
the  same  differences  exist  with  regard  to  the  other  pehic 
diameters  and  the  diameters  of  the  fetal  head,  which  it  is 
imnecessary  to  tabulate. 

The  methods  by  which  the  measurements  given  in  the 
table  have  been  ascertained  have  usually  been  to  measure 
a  good  number  of  promiscuous  pelves  and  deduce  from  these 
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a  resulting  average,  or  to  measure  in  the  same  way  a  good 
number  of  selected  normal  pelves  and  obtain  the  average  of 
these  measurements.  It  is,  however,  quite  e\'ident  that  the 
size  of  any  pehas  with  which  we  meet  in  practice  is  no  more 
likely  to  agree  precisely  with  the  average  thus  obtained  than 
it  is  with  any  one  of  the  specimens  from  which  the  average 
was  deduced.  Again,  the  resulting  average  obtained  by 
any  two  investigators  who  use  this  method  will  scarcely  ever 
come  out  exactly  the  same.  Moreover,  the  measurements 
obtained  from  dried  pelves,  ^\dth  shrunken  ligaments  and 
cartilages,  are  not  the  same  as  those  of  hving  pelves  with 
which  we  usually  have  to  deal  in  practice. 


Measueemests  of  the  Supeeior  Strait. 


Author.      ^"iji^r** 

Conjugate 
diagonales. 

Diagonales. 

Transversus. 

Smellle  . 

C 1        i}i  Inches 

SH  inches 

Denman 

+4 

+5 

Bums 

S%  inches 

5K       " 

Ashwell . 

5 

Baudelocque 

i  '' 

i 

Gardien  . 

4          " 

Velpeau . 

4         " 

5 

Boivin    . 

w   " 

ChaUly   . 

4          " 

5 

Cams 

fz   ". 

Capuron . 

4          " 

5 

Dewees  . 

+4 

+  0 

+5 

Hodge    . 

5 

+5 

Meigs     . 

5 

4K       " 

Bedford  . 

i%  inches 

4%-5    " 

VA      •■ 

Lusk       . 

4K       •• 

5 

tM  ;: 

Playfeir  . 

4.25    " 

4.75      " 

4.8 

Leishmaun 

4K      '■ 

5 

6 

oy,     " 

Barnes    . 

4.30    " 

5 

5.30      " 

Parvin    . 

4.3-4.5      " 

4.8-5.2       " 

4.7-4.9 

5.3       " 

Hirst 

4.33    " 

5 

5.02      •' 

5.32     ■' 

Borland . 

4-3307" 

5.0196  " 

5.0196  " 

5.3150" 

Webster . 

i%      " 

4K-5H       " 

5 
(12.6  cm.) 

5K       " 

Edgar     . 

45i      " 

bV^        " 

5     inches 

5^       " 

Warren  . 

iy^-4%     " 

4K-5      " 

4 

We  thus  reach  the  conclusion  that  the  methods  by  which 
the  authorized  dimensions  of  the  peh'is,  as  given  in  our  text- 
books, have  been  ascertained,  are  intrinsically  defective  and 

'  The  figures  from  Smellie  to  Dewees  inclusive  are  taken  from  Meigs' 
Obstetrics,  p.  62,  edition  of  1S52.  The  others  are  taken  from  the 
authors  themselves. 
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inexact.  The  same  is  true  of  the  measurements  of  the  fetal 
head;  but  what  shall  we  do  when  no  better  methods  seem 
to  be  available? 

The  answer  to  this  inquiry  may,  I  think,  be  reached  by 
considering  the  purpose  for  which  these  measurements  are 
made,  and  by  a  better  xinderstanding  of  what  this  purpose 
really  is.  Now,  what  is  it?  Wliy  do  we  try  to  ascertain  the 
normal  dimensions  of  the  pelvis  and  fetal  head? 

It  is  for  the  purpose  and  only  for  the  purpose  of  obtaining 
an  intelligent  understanding  of  the  physiology  of  parturition, 
in  particular  of  that  part  of  the  process  termed  the  mechan- 
ism of  labor. 

The  authorized  measurements  of  the  pelvis  and  fetal  head 
are  used  in  order  that  the  professor  may  teach  and  the  student 
learn  the  mechanism  of  labor  in  normal  cases.  It  is,  there- 
fore, to  facilitate  a  study  of  anatomy  and  physiology  with 
reference  to  labor.    This  only,  nothing  else. 

At  first  sight  this  statement  may  seem  to  be  unreasonable, 
or  perhaps  erroneous  and  untrue.  Many,  or  possibly  most 
of  us,  have  been  led  to  believe  that  an  exact  knowledge  of 
the  measurements  of  the  normal  head  aiul  pelvis  are  of  ex- 
treme importance  in  the  chnical  management  of  abnormal 
cases;  but  is  this  really  a  fact?  I  think  not.  For  example, 
in  cases  of  pronounced  pelvic  deformity,  such  as  the  Naegele 
or  Roberts  pelvis,  the  kyphotic  pelvis,  the  spondilolisthetic 
pelvis,  the  beaked  pelvis  of  osteomalacia,  or  the  common 
flattened  pelvis  of  rachitis,  are  we  the  better  able  to  cope 
with  these  difficult  cases  on  account  of  our  ideas  as  to  what 
are  the  exact  dimensions  of  a  normal  pelvis?  I  think  not. 
Again — and  to  state  my  position  more  exactly- — let  us 
imagine  five  practitioners,  one  of  whom  believes,  with  Hodge, 
that  the  conjugata  vera  of  the  brim  measures  4  inches; 
another  believes  with  Lusk,  that  it  measures  4^  inches; 
another  with  Leishmann,  4|;  another  with  Hirst,  4.33,  and 
another  with  Webster  that  it  measures  4f.  Is  any  one 
of    these    practitioners    more    competent   to  deal  with  the 
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difficult  cases  mentioned  because  of  his  conception  as  to  the 
exact  length  of  the  normal  conjugate  of  the  pelvic  brim? 
Surely  not.  And  the  same  may  be  said  of  "generally  con- 
tracted" pelves,  and  also  of  lesser  degrees  of  contraction 
in  the  common  "flattened"  ones.  In  practice  it  is  the  rela- 
tive size  of  the  existing  head  and  existing  pelvis  in  any  given 
case  with  which  we  really  have  to  deal.  Our  preconception 
as  to  the  exact  measurements  in  normal  cases  becomes  alto- 
gether a  secondary  consideration  of  but  little  practical  im- 
port. It  is  the  abnormal  case  in  the  bed  we  have  to  consider, 
not  the  normal  one  recorded  in  our  memory.  Further  argu- 
ment in  this  line  might  be  added,  but  I  return  to  the  state- 
ment that  the  only  real  use  of  our  normal  pelvic  and  cranial 
measurements  is  that  we  may  learn,  understand,  and  teach 
the  mechanism  of  labor. 

If  this  be  true,  why  should  the  professor  worry  himself 
and  bewilder  his  students  with  those  hyperexact  refinements 
of  measurement  with  which  our  recent  text-books  are  encum- 
bered; and  why  cannot  the  profession  agree  with,  unanimity 
as  to  what  these  normal  dimensions  really  are? 

The  best  way  out  of  the  difficulty,  it  has  seemed  to  me, 
would  be  the  universal  adoption  of  a  hypothetical  standard 
pelvis  and  head,  to  be  accepted  by  all  teachers  and  students 
as  a  basis  for  obtaining  a  knowledge  of  the  mechanism  of 
labor.  In  fact,  such  an  ideal  pelvis  and  head  have  been  used 
all  along  and  are  still  being  used  for  the  purpose  men- 
tioned, but  the  difficulty,  which  it  is  desirable  to  correct, 
is  that  the  ideal  of  one  authority  differs  from  the  ideal  of 
another.  I  can  discover  no  good  reason  why,  by  common 
consent,  we  should  not  all  agree  upon  the  same  ideal  measure- 
ments for  both  pelvis  and  fetal  head,  taking  care  that  the 
relative  dimensions  of  passenger  and  passage  in  the  several 
diameters  should  be  so  well  adjusted  the  one  to  the  other 
as  to  promote  and  secure  the  normal  mechanism  which  we 
now  very  well  understand. 

In  the   adoption  of  such   hypothetic   measurements   for 
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the  proposed  ideal  normal  standard  pelvis  and  head,  I  can 
see  no  reason  whatever  why  we  should  ever  use  any  fraction 
smaller  than  one-fourth  of  an  inch,  or  in  the  metric  system 
smaller  than  half  a  centimeter.  Any  further  exactness  would 
seem  to  be  not  only  quite  useless,  but  unnecessarily  burden- 
some and  bewildering  to  the  student.  And  let  it  be  distinctly 
emphasized  that  it  is  chiefly  for  the  student  body  (num- 
bering nearly  30,000  in  the  United  States  alone')  that  our 
text-books  are  written.  If  we  expect  to  teach  them  the 
normal  mechanism  of  labor  successfully  we  must  present 
the  subject  in  a  manner  as  plain  and  easily  understood  as 
may  be  possible  without  any  sacrifice  of  scientific  truth. 
The  more  complex  we  make  it  the  fewer  will  understand 
it  and  the  less  complete  will  that  understanding  be.  And 
if  the  matter  be  made  particularly  complicated — as  it  must 
be  by  the  exaggerated  refinements  of  measurements  to  which 
I  have  referred— they  will  probably  not  luiderstand  it  at  all. 

In  Washington  many  graduates  of  the  different  medical 
colleges  present  themselves  before  the  examining  boards  for 
admission  to  the  United  States  Army,  United  States  Navy, 
and  the  INIarine  Hospital  Service.  Every  applicant  brings 
with  him  his  ideal  of  normal  pelvic  measurements  as  obtained 
from  his  professor  of  obstetrics.  But  the  examiner  on  the 
board  also  has  his  ideal.  Should  the  two  not  agree  trouble 
ensues — trouble  that  could  be  readily  prevented  by  the  plan 
I  have  suggested. 

It  may  be  objected  that  the  normal  pelvis  varies  in  dif- 
ferent races.  This  is  true,  but  the  racial  variation  is  not 
sufficient  to  constitute  a  real  obstacle  to  the  proposed  plan, 
and  is,  I  tliink,  less  than  most  of  us  imagine  it  to  be.  Thus, 
the  measurement  of  the  conjugata  vera  of  the  brim,  as  given 
by  Dr.  C.  A.  Lane,^  and  obtained  by  him  in  the  Eden  Hos- 

'  In  the  session  of  1901-1902,  the  numberot"  medical  students  enrolled 
in  this  country  was  27,501  ;  it  is  probably  near  30,000  at  present 
(See  Science,  September  12,  1902,  p.  43S.) 

'  Lancet,  London,  February  26,  1903. 
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pital  in  Calcutta  for  several  different  races,  was  as  follows: 
Bengalis,  4.008;  Eurasians,'  4.250;  Europeans,  4.411;  East 
Indians,"  3.937. 

In  an  elaborate  paper  on  "Apparent  Peculiarities  of  Par- 
turition in  the  Negro  Race,'"  by  our  distinguished  Fellow 
and  founder.  Prof.  Joseph  Taber  Johnson,  of  Washington, 
Joulin  (1864)  is  quoted  as  endeavoring  "to  prove  that  the 
differences  between  the  pelves  of  the  various  races  pointed 
out  by  VroHk  do  not  exist,"  and  "that  the  difference  in  the 
pelves  of  the  Arabians  and  Mongolians  between  the  trans- 
verse and  oblique  diameter  of  the  inlet  is  2  cm.  in  the  Arabian 
and  only  a  few  millimeters  in  the  Mongolian  race.  He  does 
not  consider  this  difference  sufficient  to  be  taken  as  race 
peculiarity."  Dr.  Johnson  quotes  a  considerable  number  of 
writers,  some  of  whom  seem  disposed  to  deny  any  material 
race  variation  altogether,  while  others  admit  it,  as  I  think 
most  of  us  will  do. 

But  the  degree  of  \ariation  in  different  races  is,  I  repeat, 
not  sufficient  to  constitute  an  insurmountable  obstacle  to 
the  plan  I  have  proposed. 

And  that  it  is  unnecessary  to  attempt  a  more  precise 
measurement  for  any  diameter  than  a  fraction  of  one-fourth 
of  an  inch  would  appear  evident  from  Dr.  Garson's*  inves- 
tigations, which  show  that  the  variation  between  individ- 
uals of  the  same  race  was  less  than  this,  being,  in  fact,  only 
3  or  4  mm.  He  says  the  mean  variations  from  the  average 
in  each  of  the  races  given  in  his  table  was  as  follows: 

"Of  the  anteroposterior  diameter"  (referring  always  to 
the  pelvic  brim)  "2.8  mm.  in  the  Europeans,  4.4  mm.  in  the 


'  Eurasians  are  the  fairer  individuals  of  mixed  races. 

"  East  Indians  the  "  markedly  dark  "  ones  of  mixed  races. 

'  American  Journal  of  Obstetrics,  New  York,  1875,  No.  1,  vol.  viii. 
pp.  88-123. 

*  Dr.  J.  G.  Garson  on  Measurements  of  the  Pehds,  etc.,  in  the 
Transactions  of  the  International  Medical  Congress,  London,  1881, vol.  i. 
p.  185. 
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Australians,  and  3.7  mm.  in  the  Andamanese;  while  that  of 
the  transverse  diameter  is  2.9  mm.  in  the  Europeans,  3.8 
mm.  in  the  Australians,  and  1.5  mm.  in  the  Andamanese. 
Over  the  whole  three  races  the  average  mean  variation  of 
the  anteroposterior  diameter  is  3.6  mm.,  that  of  the  trans- 
verse diameter  is  2.8  mm.  These  figures  show  that  both 
measurements  are  very  constant  in  each  race,  but  that  the 
transverse  varies  least  from  the  average." 

That  extreme  precision  in  the  dimensions  of  our  proposed 
hypothetic  pelvis  and  head  is  superfluous  becomes  further 
evident  when  we  remember  how  they  are  liable  to  change 
during  labor:  the  head  diameters  from  moulding,  and  the  pel- 
vic ones  from  posture,  notably  from  the  Walcher  position. 

We  have  not  yet  learned  to  obtain  more  than  approximate 
measurements  of  the  fetal  head  before  birth,  but  recent 
improved  manipulations  and  instrumental  devices  for  crani- 
otomy, notably  the  cephalometer  of  Perret,  promise  better 
results  for  the  future. 

Even  at  present  it  is  the  estimated  size  of  the  head,  com- 
pared with  that  of  the  pelvis  through  which  it  must  pass, 
that  mostly  concerns  us  in  a  given  case.  In  a  pronounced 
abnormal  case  our  ideal  pehns  and  head  are  really  "lost  to 
sight,  to  memor}'  dear." 

There  are,  of  course,  a  great  many  difficulties  to  be  en- 
countered in  obtaining  an  agreement  as  to  what  the  dimen- 
sions of  our  proposed  normal  pehis  and  head  shall  be.  These 
difficulties  arise  in  part  from  the  unnecessary  number  of 
measurements  upon  which  some  authorities  insist,  and  in 
great  part  from  a  lack  of  agreement  as  to  the  exact  points 
between  which  some  of  the  diameters  are  to  run.  None  of 
these  difficulties,  however,  are  insurmountable. 

We  therefore  reach  the  conclusions: 

1.  That  at  present  the  measurements  of  the  normal  pelvis 
and  fetal  head  are  indefinite  and  unsettled,  and  must  con- 
tinue so  to  be  so  long  as  they  are  determined  by  our  present 
methods  of  mensuration. 
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2.  The  chief  purpose  in  obtaining  the  normal  dimensions 
of  these  structures  being  for  teaching  and  learning  the  normal 
mechanism  of  labor,  it  is  proposed  to  adopt  an  ideal  or 
hypothetic  head  and  pelvis  upon  the  dimensions  of  which 
all  authorities  may  agree. 

3.  In  the  adoption  of  such  ideal  structures  it  is  unnec- 
essary and  undesirable  to  define  any  measurement  with 
exact  precision,  no  fraction  smaller  than  one-fourth  of  an 
inch  or  than  half  a  centimeter  (in  the  metric  system)  being 
required. 

4.  Race  variation  forms  no  real  obstacle  to  the  proposed 
plan,  and  other  apparent  difficulties  can  be  overcome. 

Finally,  should  the  proposition  meet  with  your  approval, 
it  is  suggested  that  this  Society  take  the  initiative  in  bring- 
ing the  matter  in  proper  form  before  some  forthcoming 
international  medical  congress  for  general  adoption. 


DISCUSSION. 


Dr.  Philander  A.  Harris. — Teachers  certainly  differ  from 
one  another  in  their  estimation  of  what  constitutes  the  average 
size  of  the  pelvis  of  normal  conformation.  One  teacher,  for 
example,  tells  us  that  the  intercrest  measurement  of  a  normal 
peh-is  should  be  about  2.5  cm.  greater  than  the  distance  between 
the  anterior  superior  iliac  spines,  and  that  departures  from  this 
difference  indicates  an  asymmetric  pelvis.  Such  teacliing  is 
absolutely  incorrect,  as  I  have  proven,  and  as  I  believe  any  of 
you  will  find  if  you  will  prosecute  studies  in  this  relation,  upon 
the  lines  which  I  have  followed.  It  is  true  that  the  average 
size  of  the  pelvis,  which  measures  about  27.5  cm.  between  the 
iliac  spines,  is  s\Tiimetrically  formed,  and  it  of  course  shows  a 
difference  of  2.5  cm.  between  these  two  diameters;  but  teachers 
rarely  make  any  mention  of  the  difference  between  the  inter- 
crest and  interspinous  measurement  of  pelves  which  happen  to 
be  very  much  larger,  or  very  much  smaller  than  the  pelves 
which  measure  27.5  cm.  between  iliac  crests. 
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A  very  considerable  percentage  of  all  pelves  are  either  larger 
or  smaller  than  this  so-called  average  sized  pelvis,  which  the 
author  of  the  paper  would  seek  to  establish.  The  student 
who  is  told  that  the  difference  of  2.5  cm.  must  exist  between 
these  two  diameters,  without  regard  to  whether  the  pelvis  be  a 
large  or  a  small  one,  is  in  m>'  mind  incorrectly  taught.  It 
appears  to  me  that  the  greatest  hindrance  to  the  practical  ap- 
plication of  external  pelvimetrj'  has  been  that  conclusions  have 
been  based  upon  a  single  size  of  the  pelvis,  rather  than  recog- 
nize the  fact  that  pelves  like  hands  and  feet  exist  in  a  wide 
range  of  sizes. 

Recognizing  what  I  esteem  to  be  the  fallacies  of  teachers  in 
this  relation,  and  wishing  to  know  what  the  external  measure- 
ments of  pelves  of  normal  conformation  in  a  variety  of  sizes 
would  be,  I  prosecuted  a  work  which  was  completed  in  1894. 
Those  studies  were  based  upon  the  carefully  made  measure- 
ments of  about  five  hundred  pelves.'  From  it  were  excluded 
all  pelves  which  I  judged  to  be  abnormal  in  conformation. 

Assuming  that  the  five  hundred  pelves  thus  measured  and 
studied  were  of  normal  conformation,  I  divided  them  into  fifteen 
distinct  groups,  according  to  their  sizes.  In  the  first  group 
were  placed  such  pelves  as  measured  24  cm.  between  the  iliac 
crests  at  their  widest  possible  diameters.  In  the  next  group 
were  entered  all  pelves  measuring  24.5  cm.  between  the  iliac 
crests.  In  the  next  group,  such  as  measured  25  cm.  between  the 
iliac  crests.  So  that  a  class  was  formed  for  every  size  of  pelvis,  in 
half-centimeter  increases,  up  to  31  cm.  between  the  iliac  crests. 
To  show  how  results  were  obtained  for  one  and  another  of  these 
fifteen  classes,  we  will  take,  for  example,  the  class  which  meas- 
ured 27.5  cm  (which  I  suppose  you  would  call  an  average  sized 
pelvis)  between  the  iliac  crests.  It  was  found  that  the  average 
interspinous  measurement  for  all  of  the  pelves  of  this  class  was 
24.9  cm.  Thus  showing  a  difference  of  2.6  cm.  between  these 
two  diameters.  I  found  that  the  average  external  conjugate  for 
the  pelves  of  this  class  was  19.5  cm. 

In  this  class  of  five  hundred  there  was  found  one  apparently 
normal  pelvis,  which  measured  24  cm.  between  iliac  crests, 
22.3  cm.  between  the  iliac  spines,  and  which  had  an  external 

'  Measured  from  life. 
Oyn  Soe  16 
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conjugate  of  16.7  cm.  There  was  also  found  in  this  class  of 
five  hundred  women  three  pelves  which  measured  31  cm.  be- 
tween the  iliac  crests.  The  average  interspinous  diameter  for 
these  three  cases  was  27.1  cm.  While  the  average  external  con- 
jugate for  the  three  cases  of  this  class  was  22.4  cm. 

The  average  of  all  these  classes  above  and  below  the  standard 
size  showed  that  the  smaller  the  pelvis  the  less  the  difference 
between  the  intercrest  and  interspinous  diameters,  and  the 
larger  the  pelvis  the  greater  the  distance  between  these  diam- 
eters. The  incorrectness  of  the  allowance  of  2.5  cm.  as  gen- 
erally taught  is  unquestionably  demonstrated  by  the  fact  that 
for  a  pelvis  so  small  as  24  cm.  between  the  iliac  crests,  that  a 
deduction  of  but  1.7  cm.  is  required  to  show  the  correct  inter- 
spinous measurement  for  that  pelvis.  While  for  a  pelvis  which 
measured  31  cm.  between  the  iliac  crests,  that  a  deduction  of 
3.9  cm.  was  requisite  to  indicate  the  interspinous  diameter. 

Can  anj^hing  more  thoroughly  prove  the  fallacies  of  our  past 
teachings  than  an  exhibit  of  my  studies  in  this  relation.  Having 
measured  five  hundred  or  less  normal  pelves  and  classified  them 
as  above  mentioned  and  grouped  them  into  fifteen  distinct 
classes  according  to  their  sizes,  I  averaged  the  intercrest,  inter- 
spinous, and  external  conjugate  measurements  of  each  class  by 
itself,  and  constructed  from  it  a  chart  or  table,  in  order  that  one 
might  see  at  a  glance  the  two  companion  measurements  for  a 
pelvis  of  any  size  ranging  from  24  to  31  cm.  between  the  iliac 
crests. 

There  are  two  classes  of  pelves  which  are  liable  to  give  trouble 
in  parturition:  the  very  small  and  the  asymmetric  pelves. 
By  the  use  of  external  pelvimetry  anyone  can  detect  the  small 
pelves,  but  I  feel  sure  that  no  one  can  pronounce  upon  the 
moderately  important  deviations  from  normal  conformation 
in  any  particular  pelns,  whether  it  be  large  or  small  without 
knowing  the  relative  measurements  of  the  different  diameters. 
These  relative  measurements  for  pelves  in  their  varying  sizes 
as  determined  by  me  from  a  study  of  about  five  hundred  cases  is 
doubtless  of  some  value  as  a  guide  in  the  determination  of  sym- 
metry or  asymmetry  in  any  particular  instance.  But  I  have 
felt  that  my  conclusions  would  have  been  more  accurate  and 
therefore  more  valuable  had  they  been  based  upon  the  exami- 
nation of  a  very  much  larger  collection  of  women. 
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As  t(i  the  practical  value  of  external  pelvimetry,  I  only  wish 
to  repeat  what  I  have  often  before  said,  and  that  is  that  it  may 
be  utilized  with  great  advantage  in  detecting  the  pelves  which 
through  being  small  or  illformed  are  liable  to  impede  parturition 
or  render  it  impossible. 

External  pelvimetry,  intelligentlj'  practised,  furnishes  pre- 
sumptive evidence  which  is  of  certain  value,  particularly  as  it 
can  be  employed  without  the  internal  examination.  Only  the 
vaginal  examination,  and  possibly  a  test  of  the  second  and  third 
stages  of  labor,  can  determine  for  us  the  entire  embarrassments 
which  may  arise  from  disproportion  of  child  and  the  internal 
diameters  of  the  pelvis. 

For  anyone  who  may  be  interested  and  is  not  cognizant  of  the 
work  which  I  have  done  in  this  line,  I  beg  to  refer  him  to  my 
original  paper  upon  this  subject  as  published  in  the  Annals  of 
Gynecology  and  Pediatry,  1895,  and  also  to  a  paper  presented 
to  the  American  Gynecological  Society  in  1900.  I  wish  to  say 
that  so  far  as  I  know,  neither  of  the  papers  referred  to  attracted 
much  attention  or  appear  to  have  dislodged  teaching  pelvic 
mensurators  from  what  I,  of  course,  regard  as  an  old  rut. 

Dr.  J.  Clifton  Edgar — It  seems  to  me  Dr.  King  is  taking 
a  rather  pessimistic  view  of  this  matter.  I  cannot  see  that  there 
is  really  very  much  difference  of  opinion  in  regard  to  the  relative 
proportion  of  these  diameters,  and  practically  no  departure 
between  the  relative  proportion  of  the  conjugata  vera  and  the. 
conjugata  diagonalis,  the  transverse  diameter  and  the  con- 
jugata diagonalis  of  the  inlet. 

I  am  familiar  with  the  work  of  a  good  many  of  the  examining 
boards.  He  speaks  of  the  Examining  Board  in  Washington. 
I  have  had  conversations  with  a  number  of  the  members  of  other 
boards,  and  it  is  my  impression  that  there  is  no  medical  examin- 
ing board  to-day  that  expects  the  candidate  to  give  the  fractions 
of  an  inch  or  the  fractions  of  a  centimeter,  and  what  the  ordinary 
examiner  expects  to-day  is  that  the  student  or  candidate,  what- 
ever the  position  may  be  for  which  he  is  being  examined,  shall 
give  the  relative  proportion  of  the  pelvic  inlet  as  well  as  the 
relative  proportion  of  the  fetal  head.  Take  the  whole  list  of 
measurements  as  given  by  the  essayist,  and  there  are  some 
departures,  var\'ing  from  a  fraction  of  an  inch  to  one-eighth 
of  an  inch.     With   regard  to  the  transverse  diameter,   every 
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Student  understands  that  the  transverse  is  encroached  upon 
by  the  soft  parts.  The  obstetric  oblique  diameters  of  the 
inlet  are  the  longest.  In  my  experience  in  examining  candi- 
dates for  various  positions,  undergraduates  or  men  for  interne- 
ships,  they  usually  come  up  with  the  understanding  that  there 
is  a  relative  proportion,  and  I  would  never  think  of  holding 
them  to  one-quarter  or  one-half  of  an  inch. 

Dr.  Harris  referred  to  measurements  of  the  crests  and  spines. 
I  am  free  to  confess  that  I  attach  very  little  importance  to 
these  measurements  as  indicating  much  deformity  in  the  cavity 
itself.  There  is  a  wide  departure  between  anomalies  in  meas- 
urements of  the  crests  and  spines  and  pelvic  cavity.  I  think  a 
great  many  obstetricians  are  inclined  to-day  to  attach  less  and 
less  importance  to  the  width  of  the  crests  and  spines  than 
formerly,  however  they  differ  in  their  estimates  of  pelvic  deform- 
ity; and  to  come  to  the  root  of  the  matter,  we  should  find  out 
what  is  the  anteroposterior  diameter,  or  what  is  the  transverse 
diameter  of  the  pelvic  inlet  with  relation  to  deformity. 

I  do  not  take  the  same  pessimistic  \'iew  as  Dr.  King  does 
in  this  matter,  because  we  really  .seem  to-day  to  have  a  con- 
sensus of  opinion  as  regards  relative  proportion.  My  own 
measurements  in  obstetric  cases,  I  will  say,  are  practically 
those  of  Lusk.  Before  his  death  we  talked  this  matter  over 
several  times  as  having  a  bearing  on  teaching,  and  I  under- 
stood that  his  measurements  were  averages  which  were  obtained 
from  examinations  of  hundreds  of  cases. 

Dr.  J.  Whitridge  Williams. — There  can  be  no  po.ssible 
objection  to  Dr.  King's  suggestion  of  determining  upon  a  normal 
pelvis  and  normal  head  for  purpose  of  teaching,  but  whether 
such  a  method  would  be  adopted  by  others  to  any  great  extent 
is  questionable.  Should  it  be  adopted,  it  would  materially 
simplify  matters  for  the  student  as  well  as  the  teacher. 

At  the  same  time,  I  should  like  to  take  issue  with  what  Dr. 
King  has  said  concerning  the  extent  of  racial  differences.  In 
Baltimore,  where  my  material  is  almost  equally  divided  be- 
tween blacks  and  whites,  I  have  found  that  marked  racial  dif- 
ferences exist  and  to  a  much  greater  extent  than  indicated  by 
Dr.  King's  figures. 

Several  years  ago  I  reported  to  this  Society  the  results  of  pelvic 
mensuration  in  two  thousand  cases,  which  were  based  upon 
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both  internal  and  external  pelvimetry,  and  stated  that  contracted 
pelves  occurred  three  times  more  frequently  in  colored  than  in 
white  women. 

If  one  attempts  to  base  his  idea  as  to  the  size  of  the  pelvis 
of  colored  women  upon  external  pelvimetry  alone,  he  must 
come  to  the  conclusion  that  at  least  75  per  cent,  of  them  have 
abnormal  pelves.  On  the  other  hand,  when  one  examines  them 
internally  and  measures  the  diagonal  conjugate,  he  finds  that 
only  20  per  cent,  of  them  present  internal  measurements  below 
the  normal  limit.  My  experience  has  taught  me  that  while  the 
pelvis  of  the  colored  woman  is  mucli  more  frequently  contracted 
than  in  the  white,  the  chief  racial  difference  consists  in  a  less 
marked  flaring  of  the  iliac  fossae  and  a  greater  thinness  of  the 
bones  in  general,  thereby  bringing  about  a  marked  decrease  in 
the  distances  between  the  iliac  spines  and  crests,  and  a  lesser 
one  in  the  distance  between  the  trochanters  and  Baudelocque's 
diameters. 

Moreover,  we  find  a  similar  difference  between  the  size  and 
weight  of  the  children  in  the  two  races.  In  our  material  we 
found  that  the  average  weight  of  the  colored  children  was  one- 
half  to  three-quarters  of  a  pound  less.  At  the  same  time  their 
heads  are  smaller  and  much  more  readily  compressible,  and 
measure  about  one  centimeter  less  in  the  various  diameters  than 
in  the  whites.  Indeed,  I  do  not  think  I  should  go  far  wrong 
were  I  to  say  that  if  colored  women  had  children  as  large 
as  the  average  white  woman,  I  should  be  compelled  to  perform 
several  Cesarean  sections  a  month,  instead  of  four  or  five  in 
the  course  of  the  year,  as  at  present. 

AVith  reference  to  the  table  presented  by  Dr.  Harris,  I  agree 
with  what  Dr.  Edgar  has  said  concerning  it.  I  consider  that 
its  employment  would  lead  us  to  less  accurate  conclusions  than 
the  methods  of  external  pelvimetry  now  in  vogue.  Moreover, 
admitting  that  the  table  would  be  correct  when  applied  to  white 
women,  I  am  sure  it  would  lead  to  absolutely  erroneous  con- 
clusions in  dealing  with  colored  women. 

Dr.  Ely  Van  de  Waeker. — I  assume  it  is  one  of  the  func- 
tions of  this  Society  to  reach  final  conclusions  and  to  adopt 
methods  which  will  tend  to  a  consensus  of  opinion  in  regard 
to  the  matter  which  appears  to  the  several  gentlemen  who  have 
indulged  in  the  discussion  on  Dr.  King's  paper  to  have  some 
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practical  importance.  Take  the  dissenting  views  of  Dr.  Williams 
or  of  Dr.  Edgar  on  Dr.  King's  paper,  and  they  show  that  there 
is  lacking  a  general  consensus  of  opinion  concerning  pelvic 
measurements;  and  believing  what  I  regard  as  one  of  the  func- 
tions of  this  Society  in  a  subject  under  discussion  like  this,  I 
move  that  the  President  appoint  a  committee  of  three  to  reach, 
if  possible,  a  consensus  of  opinion  bearing  upon  the  methods 
and  tables  concerning  pelvic  diameters,  and  that  this  committee 
shall  have  power  to  bring  the  matter  before  the  next  meeting 
of  the  Society. 

(This  motion  was  seconded  and  carried^  and  the  Chair 
appointed  Drs.  King,  WilHams,  and  Davis  as  the  committee.) 

Dr.  King. — With  regard  to  Dr.  Edgar's  objection,  he  stated 
that  we  are  nearly  right  already;  that  the  proportions  are  nearly 
alike,  and  that  I  took  a  rather  pessimistic  view  of  this  subject. 
After  all,  if  there  are  only  little  differences,  why  not  make  them 
all  exactly  alike  for  the  benefit  of  the  thirty  thousand  students 
in  this  country  and  a  hundred  thousand  others  all  over  the 
world?  While  they  are  nearly  right  as  they  are,  let  us  make 
them  quite  right,  and  get  rid  of  these  miserable  small  fractions 
which  are  utterly  useless  and  which  embarrass  medical  students 
very  much. 

Dr.  Harris'  table  of  measurements  is  extremely  interesting 
for  determining  the  contractions  of  the  pelves,  and  their  rela- 
tions to  deformities.  The  only  object  for  which  we  measure 
these  normal  pelves  and  normal  heads  is  for  the  purpose  of 
studj-ing  and  understanding  the  physiologic  mechanism  in 
normal  cases.  But  just  as  soon  as  we  get  an  abnormal  case, 
where  the  departure  is  so  great  from  the  normal,  then  these 
normal  measurements  are  of  no  use.  Let  us  make  them  all 
ahke,  so  that  all  a\ithorities  will  agree. 


THE    VALUE    OF    NON-OPERATIVE    LOCAL 
TREATMENT  IN  GYNECOLOGY. 

By  Willis  E.  Ford,  ll.V.. 
Vtica,  N.  Y. 


No  one  will  deny  that  greater  good  has  come  from  the 
surgical  treatment  of  diseases  peculiar  to  women  than  was 
ever  dreamed  of  by  the  early  gynecologists  who  did  not 
operate.  To  compare  results  of  surgical  treatment  with 
those  obtained  by  non-operative  measures  is  absurd.  The 
contrast  between  the  new  and  the  old  methods  is  too  great 
to  require  argument.  Is  it  true,  however,  that  surgery  does 
all  that  can  be  accomplished  in  the  treatment  of  diseases  of 
women?  One  ought  not  to  be  loth  to  write  about  the  non- 
operative  treatment  if  there  is  anj'thing  in  it,  and  yet  this 
seems  to  be  the  case  on  the  part  of  those  best  qualified  to 
speak  on  this  subject.  The  pathology  of  these  disorders, 
learned  by  pelvic  and  abdominal  surgery  in  the  past  few 
years,  is  better  and  clearer  than  was  ever  discovered  post- 
mortem. It  ought  to  follow  that  the  causation  and  natural 
laws  of  these  diseases  are  better  understood  by  the  operators 
than  by  any  other  class  of  men.  For  ob\ious  reasons  the 
methods  differ  considerably  from  those  that  hold  good  in 
surgical  disorders  in  other  regions  of  the  body.  It  is  this 
fact  that  makes  a  specialty  of  our  work.  If  surgery  alone  is 
sufficient  to  deal  with  all  diseases  of  women,  then  this  specialty 
has  no  longer  any  reason  for  its  existence.  It  does  not  matter 
how  much  sentiment  we  may  have  about  the  name  gjme- 
cology,  or  how  seriously  we  may  insist  that  it  is  a  specialty 


248     SOX-OPERATIVE  TREATMEXT  IX  GYXECOLOGY 

the  minute  we  concede  that  there  is  no  such  thing  as  non- 
operative  gynecology  we  join  the  ranks  of  the  surgeons,  and 
relegate  sick  women  who  do  not  require  surgery  to  the  gen- 
eral practitioner. 

These  platitudes  will  not  influence  men  one  way  or  the 
other  if  they  are  far  along  in  their  medical  careers,  but  the 
attitude  of  a  great  national  society  on  a  subject  of  this  sort 
is  important.  The  very  fact  that  this  subject  was  selected 
by  the  Committee  of  Arrangements  for  discussion  is  signifi- 
cant. Not  long  ago  one  of  the  distinguished  members  of  this 
Society  said  to  me  that  his  office  had  come  to  be  a  place 
where  operations  were  arranged  for  and  nothing  more.  This 
was  not  because  he  did  not  care  for  an  office  practice,  but 
simply  because  patients  came  only  for  surgical  advice.  Prob- 
ably this  condition  was  brought  about  by  his  neglect  of  minor 
ailments  that  formerly  came  to  him  for  treatment,  and  partly 
by  the  general  sentiment  in  the  community  that  it  was  use- 
less to  consult  him  for  any  other  than  an  operative  case.  This 
ought  not  to  represent  gjTiecology,  and  I  do  not  believe  that 
it  does.  This  doctor  had  enough  to  do,  but  he  was  better 
qualified  to  care  for  the  minor  ailments  that  had  not  yet 
become  surgical  than  the  men  M^ho  were  doing  this  work 
about  him. 

It  is  a  common  thing  for  all  surgeons  to  say  that  certain 
op.  prations  were  the  result  of  a  neglected  condition  which 
might  ti;-.!ive  been  removed  without  serious  consequences  if 
the  case  hau  utci.  o,,eu  c-i.ai.iy  This  applies  not  only  to  those 
more  important  disordersi,  that  ultimately  may  require  sur- 
gical treatment,  but  there  jg  a  large  number  of  women  who 
suffer  from  the  annoyance  ^  inconvenience,  pain,  irritation, 
and  discomfort  of  simple  ai  -iments  without  there  being  any 
serious  menace  to  life,  and  wi  x-^^  become  professional  invalids, 
developing  the  habit  of  introsj.  section,  losing  control  of  them- 
selves and  the  power  to  exercist  .  the  will,  and  the  condition 
becomes  what  is  knowm  as  neu.  -asthenia.  A  strong,  well- 
borne  woman  with  a  stable  nervo  ^s  organization  never  be- 
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comes  a  neurasthenic,  no  matter  what  her  ailments  are;  but 
the  weaklings  are  really  in  the  majority,  and  these  condi- 
tions, which  could  be  easily  removed  by  medical  treatment 
directed  to  the  source  of  local  irritation,  may  and  often  do 
lead  up  to  serious  nervous  disorders  unless  judicious  man- 
agement is  given.  If  there  is  no  other  reason  why  non-opera- 
tive treatment  of  g\aiecologic  cases  should  be  continued  in 
the  hands  of  skilful,  conscientious  men,  the  one  reason  that 
neurasthenic  women  are  Hkely  to  have  local  disorders  that 
need  rational  care  in  order  to  prevent  them  from  going 
entirely  "over  the  bay"  is  sufficient. 

Neurasthenia  is  not  a  disease;  it  is  a  condition  of  unstable 
nervous  organization  to  which  the  person  is  born,  and  while 
in  good  health,  comfortable  surroundings,  and  under  no  great 
stress  of  the  emotions,  these  people  live  like  others,  without 
the  development  of  symptoms  which  are  recognized  as  those 
of  neurasthenia,  yet,  under  slight  though  continued  pain, 
irritation,  or  other  misery  which  constantly  calls  attention  to 
their  ailment,  they  develop  the  invalid  habit.  The  cure  of 
neurasthenia  must  begin  before  the  mental  symptoms  have 
developed,  and  the  strongest  plea  which  can  be  offered  the 
gynecologist  to  care  for  the  early  manifestations  of  local 
uterine  disorders  without  surgical  interference  is  that  unless 
these  people  are  skilfully  managed  by  rational  men  they 
soon  become  self-centered,  introspecting,  and  nervously 
unbalanced,  readily  developing  the  invalid  habit.  It  is  prob- 
ably true,  also,  that  when  this  nervous  habit  has  been  estab- 
lished, and  years  have  passed,  the  more  serious  pelvic  disor- 
ders have  developed  requiring  surgical  interference.  Then 
it  is  too  late  to  do  more  than  restore  anatomical  conditions 
but  this  does  not  cure.  It  is  only  two  or  three  years  ago  that 
some  enthusiastic  oculists  claimed  that  epilepsy  could  be 
cured  by  the  proper  adjustment  of  glasses  in  a  certain  num- 
ber of  patients.  They  were  given  the  opportunity  to  try 
this  theory  at  the  Craig  colony  for  epileptics  at  Sonyea,  New 
York.     After  more  than  a  year's  trial  the  report  was  made 
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that  not  only  was  epilepsy  uninfluenced  for  the  better  in  any 
considerable  number  of  cases,  but  some  were  absolutely 
made  worse,  and  there  were  no  cures  recorded. 

That  the  nervous  habit  cannot  be  cured  by  surgical  pro- 
cedure has  been  proven  by  the  fact  that  the  removal  of  dis- 
eased ovaries  and  such  like  operations  on  epileptic  or  neuras- 
thenic women  has  not  cured  them.  The  argument,  therefore, 
is  that  in  those  ailments  which  tend  to  disturb  the  emotions, 
especially  in  ailments  connected  with  the  reproductive  organs 
of  either  men  or  women,  the  serious  thing  is  not  the  pain 
experienced,  but  the  permanent  invalidism  which  is  brought 
about  by  protracted  local  sensations,  and  which  in  a  large 
number  of  cases  disturb  the  mental  equilibrium  and  has  come 
to  be  called  neurasthenia.  If  nothing  but  surgical  gynecology 
is  to  be  thought  of  these  early  cases  are  necessarily  eitlier 
neglected  or  are  treated  by  men  who  are  general  surgeons  or 
general  practitioners,  and  who  are,  perhaps,  less  competent 
to  judge  of  the  trend  of  the  disorder,  the  significance  of  the 
symptoms,  and  the  rational  treatment  of  the  conditions  than 
are  those  who  have  been  educated  by  a  long  surgical  prac- 
tice. 

It  is  true  that  surgery  removes  the  cause  of  many  disturb- 
ances of  the  emotions  which  constitute  the  sum  total  of  the 
symptoms  called  neurasthenia,  but  if  the  mental  and  bodily 
habit  is  thoroughly  established,  and  if  the  women  are  pro- 
fessional invalids,  surgery  may  relieve,  but  does  not  cure  a 
single  case.  All  men  know  that  the  reason  why  women  con- 
sult a  gynecologist  or  their  family  physician  for  a  local  dis- 
order is  usually  some  symptom  which  in  itself  is  unim- 
portant as  bearing  upon  the  safety  or  longevity  of  the  patient. 
These  symptoms  are  quite  as  likely  to  be  conditions  of  irri- 
tations which  rational  local  treatment  can  relieve,  but  which 
if  neglected  or  improperly  treated  may  develop  into  more 
serious  disorders  requiring  surgical  procedure.  A  vaginitis 
or  a  purulent  leucorrhea  or  an  irritable  condition  of  the 
urethra  is  more  likely  to  bring  a  patient  to  the  physician 
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than  a  fibroid  tumor  or  an  ovarian  tumor  or  a  cancer  of  the 
uterus.  In  many  of  these  cases  a  man  who  is  operating  for 
the  major  disorders  may  think  that  the  case  is  too  trivial  to 
occupy  his  time,  and  yet  the  conditions  which  cause  them 
would  be  most  easily  understood  by  men  who  are  dealing 
also  with  the  graver  disorders,  the  result  of  infection  farther 
up  in  the  genitourinary  tract.  Is  it  not  probable  that  the 
man  who  appreciates  the  dangers  of  such  conditions  would 
more  skilfully  care  for  such  patients  than  the  general  practi- 
tioner who  is  not  operating  in  the  pelvis  and  who  does  not 
see  the  results  of  infection  in  the  upper  tract  of  the  genito- 
urinary apparatus?  It  is  perfectly  true  that  judicious  local 
treatment  by  hot  douches,  glycerin,  and  ichthyol  tampons, 
or  by  pressure,  etc.,  may  often  prevent  the  extension  of  simple 
disorders,  so  that  grave  surgical  procedures  are  unnecessary. 
Gonorrhea  furnishes  a  striking  example  of  the  truth  of  tliis 
statement. 

It  is  not  worth  while  to  specify  the  treatment  necessary 
for  the  simple  inflammatory  conditions  of  the  urethra,  labia, 
and  vagina,  for  papers  on  these  points  are  to  follow.  But 
take  the  case  of  a  sudden  dislocation  of  the  uterus  back- 
ward, with  the  accompanying  prolapse  of  the  ovaries  in  young 
women.  If  seen  early  and  the  siiiiple  reposition  of  the  organs 
is  secured,  with  perhaps  the  temporary  support  of  a  pessary, 
or  the  recumbent  position,  with  tampons,  the  ligaments 
which  have  become  overstretched  very  soon  regain  their 
power  of  control.  It  requires  skill  and  some  patience  to  do 
this,  and  it  ought  to  be  very  much  better  done  by  surgeons 
who  have  in  mind  the  grave  disorders,  degenerated,  adher- 
ent ovaries,  protracted  congestion  of  the  uterus,  and  the  per- 
manent stretching  of  the  round  ligaments,  which  later  on  in 
the  case  make  the  necessity  for  abdominal  section.  I  am 
convinced  that  a  large  number  of  cases  requiring  surgical 
interference,  either  in  the  removal  of  diseased  ovaries  or  for 
the  reposition  and  fixation  of  the  uterus,  with,  perhaps,  resec- 
tion or  partial  ablation  of  the  ovaries  or  tubes,  could  be  pre- 
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vented  if  the  skilful  gynecologist  saw  the  cases  early  enough 
to  institute  non-operative  procedure.  None  of  us  doubt  or 
hesitate  at  all  in  performing  an  abdominal  section  in  cases 
that  have  developed  out  of  displaced  organs,  when  time 
enough  has  elapsed  to  produce  pathologic  changes  that 
cannot  be  relieved  by  non-operative  treatment.  The  use 
of  electricity  if  properly  administered  and  with  a  sufficient 
current  early  in  certain  cases  gives  as  brilliant  results  in 
relie\'ing  adhesions,  developing  an  infantile  uterus,  and  in 
helping  to  straighten  a  flexure  as  does  any  surgical  method 
later  on  in  the  case.  Appropriate  medical  treatment  which 
relieves  conditions  of  permanent,  continuous  constipation,  or 
of  acid,  irritable  urine,  are  quite  as  important  as  anything 
we  can  imagine  regarding  the  development  of  uterine  dis- 
orders. 

Medical  treatment  in  the  preparation  of  cases  for  opera- 
tion becomes  a  matter  of  routine,  and  is  often  relegated  to 
the  superintendent  of  the  hospital  or  the  house  physician 
where  our  operations  are  done.  That  this  preparation  should 
be  continued  long  enough  to  secure  a  fairly  normal  condi- 
tion of  the  blood  and  of  the  secretions  goes  without  saying, 
and  except  in  emergency  operations  ought  to  be  as  carefully 
conducted  as  is  the  operation  itself.  The  whole  subject  of 
surgical  shock,  which  is  the  condition  that  every  man  con- 
siders when  he  does  a  major  operation,  is  still  a  mooted 
question  as  to  whether  it  is  due  to  hemorrhage  or  to  the 
kidneys,  which  ought  to  have  been  attended  to  before  the 
operation  was  performed.  A  few  cases  occur  every  year  in 
which  the  element  of  surgical  shock  is  discussed  because  of 
the  behavior  of  the  heart  or  of  the  kidneys.  A  careful  inves- 
tigation of  all  facts  will  often  show  whether  there  has  been 
a  previous  myocarditis.  Obscure  conditions  of  this  disease, 
however,  cannot  always  be  determined  by  physical  exami- 
nation. 

I  operated  upon  a  woman  this  past  year  who  told  me  that 
she  had  two  sisters  who  died  in  a  hospital,  in  each  instance 
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within  a  few  hours  after  a  surgical  operation  had  been  per- 
formed. I  was  unable  to  discover  any  abnormal  condition 
of  the  heart,  or  ovaries,  or  of  the  kidneys,  though  I  kept  the 
woman  under  careful  observation  for  several  days,  and  had 
her  examined  by  several  physicians  at  different  times.  She 
bore  the  ether  perfectly  well,  but  went  into  a  collapse  imme- 
diately after  the  operation,  and  for  some  hours  there  could 
not  be  felt  any  radial  pulse,  and  she  required  artificial  respi- 
ration, was  cyanosed,  and  death  seemed  imminent.  Cardiac 
stimulants,  saHnes,  and  oxygen  failed  to  restore  the  circula- 
tion, and  adrenalin  was  administered  hypodermically,  which 
restored  the  pulse  to  a  sufficient  volume  so  that  it  could  be 
counted.  I  have  no  doubt  that  if  this  woman  had  been 
operated  upon  without  a  long  preparatory  course  of  treat- 
ment and  without  due  consideration  of  the  story  which  she 
told  me  of  her  family  I  should  have  lost  her. 

As  to  the  third  proposition — postoperative  treatment — I 
suppose  all  of  us  will  say  that  in  all  but  the  simple  cases 
which  get  well  under  the  hands  of  the  skilled  nurse  the  care 
which  is  bestowed  is  quite  as  important  as  the  surgery  itself. 
This  must  be  said  of  all  cases  of  plastic  surgery  about  the 
vagina,  and  I  am  confident  that  the  failure,  either  partial  or 
complete,  in  these  cases  is,  in  the  main,  due  to  the  neglect  of 
the  surgeon  or  to  the  incompetency  of  the  nurse.  Of  course, 
a  nurse  cannot  be  held  responsible  unless  the  physician  is 
particular  in  giving  the  most  minute  directions  as  to  the 
management  of  the  nursing  after  he  has  left  them.  Those 
of  us  who  have  competent  assistants  and  superintendents  in 
the  hospital  where  we  work  come  to  leave  this  part  of  the  case 
in  their  hands,  but  it  is  none  the  less  true  that  the  responsi- 
bility rests  with  the  surgeon  who  does  the  operation,  and  the 
postoperative  treatment  often  is  as  important  as  the  surgical 
technic. 


THE  VALUE  OF  NON-OPERATIVE  LOCAL  TREAT- 
AIENT  IN  PELVIC  DISORDERS. 


By  W.  p.  Maxton,  M.D., 
Detroit. 


The  worth  of  any  procedure  should  be  estimated  not  only 
by  immediate  effects,  but,  in  comparison  with  other  methods, 
by  final  results  and  whether  these  are  as  good  or  better  than 
can  be  obtained  through  other  measures  or  secured  with  less 
serious  risk  to  the  individual. 

If  experience  founded  on  pathologic  knowledge  has  taught 
anything  it  has  conclusively  proved  that  in  the  more  impor- 
tant diseases  of  the  pelvic  viscera  surgery  alone  can  offer 
hope  of  amelioration  and  cure.  While  granting  this,  how- 
ever, the  question  may  well  be  asked :  Has  the  overshadow- 
ing of  medicine  by  its  sister  craft  in  ultimate  results  always 
proven  the  best  and  most  satisfactory  solution  of  the  prob- 
lems involved  in  the  rehef  and  cure  of  pelvic  disease? — a 
question,  as  Dr.  Hunter  observes,  "  which  is  not  so  much,  can 
we  accomplish  such  and  such  by  a  given  method,  but,  when 
done,  is  the  result  better  than  that  to  be  obtained  by  the  plan 
which  it  is  proposed  to  supplant?" 

The  impetus  to  study  and  research  inaugurated  by  the 
introduction  of  antiseptics  into  surgery  has  led  to  marvellous 
acliievements.  Ocular  inspection  has  shown  the  ravages 
of  disease  in  situ  in  the  living,  and  abundant  pathological 
material  worked  out  in  the  laboratory  has  demonstrated 
cause  and  effect  and  established  treatment  for  the  most  part 
on  a  sounder  and  more  rational  basis. 
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With  such  a  debt  to  surgery  it  is  no  wonder  that  the  treat- 
ment of  gynecologic  disorders  should  have  developed  largely 
along  these  lines,  to  the  neglect  and  almost  exclusion  of  the 
older  methods  of  local  applications  and  general  treatment. 

In  ignoring  the  benefits  to  be  derived  from  medicine,  how- 
ever, I  am  con^-inced  that  surgery  has  gone  too  far  and  over- 
shot the  mark,  and  that  the  present  tendency  to  operative 
measures  in  all  conditions  affecting  the  pelvic  organs  cannot 
be  ascribed  as  much  to  the  good  which  surgery,  rightly 
directed,  is  capable  of  accomplishing  as  to  other  elements 
which  have  entered  into  the  case. 

Three  of  the  factors  which  among  others  at  the  present 
time  are  largely  responsible  for  the  neglect  of  medical  gyne- 
cology are : 

1.  The  average  physician's  lack  of  knowledge  in  the  accu- 
rate diagnosis  and  local  treatment  of  pelvic  disease. 

2.  The  allurements  and  fascinations  of  surgerj'. 

3.  Competition  in  the  field  of  practice. 

\Miile  no  mystery  surrounds  the  treatment  of  pelvic  dis- 
ease, it  will  be  acknowledged  by  all  that  a  special  training 
and  experience  is  requisite  for  success  in  this  department  of 
medicine.  That  the  recent  graduate  enters  the  field  poorly 
equipped  in  this  respect  is  largely  due  to  the  faulty  or  inade- 
quate teaching  of  the  schools. 

While  it  is  true  that  no  amount  of  theoretic  instruction  can 
impart  a  iactus  eruditus,  still  anyone  can  acquire  a  knowl- 
edge of  the  primary  principles  iinderl^ing  the  correct  inter- 
pretation of  gynecic  ailments  if  opportunity  is  offered  for  the 
examination  of  patients  under  competent  direction.  The 
sense  of  touch  must  be  educated  to  familiarity  ■n'ith  the  normal 
structures,  and  by  practice  to  differentiate  morbid  conditions 
in  their  various  presentations.  The  physician  must  know 
what  he  feels,  and  be  able  to  correctly  interpi-et  those  con- 
ditions with  which  he  has  to  deal.  Capable  of  this,  he  is 
then  in  position  to  intelligently  consider  the  question  of 
treatment.     Ignorance  of  pathologic  processes,  unfamiliarity 
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with  methods  of  examination,  inability  to  determine  the 
nature  of  conditions  present,  together  with  lack  of  knowl- 
edge of  the  remedies  indicated  in  the  case,  formerly  led  to 
the  routine  employment  of  the  iodine  swab  and  the  glycerin 
tampon,  to  the  discouragement  of  the  patient  from  unre- 
lieved symptoms  and  the  dissatisfaction  of  the  physician  at 
unsuccessful  efforts.  Hence,  the  gradual  fall  of  local  treat- 
ment into  disrepute,  and,  in  recent  years,  a  too  frequent 
resort  to  surgery,  often  as  a  cloak  to  incompetency. 

In  the  best  of  hands  the  results  from  local  treatment  in 
pelvic  diseases  are  frequently  slow  in  manifesting  : hem- 
selves,  and  discouragements  are  often  encountered,  but  in 
suitable  cases  persistent  effort  will  ultimately  attain  the 
desired  end. 

Viewed  from  the  seats,  the  most  delicate  and  complicated 
operations  in  the  hands  of  a  master  often  appear  so  simple 
and  easy  of  execution  and  so  certain  in  results  that  the  student 
who  has  been  taught  little  or  nothing  of  the  possibilities  of 
materia  medica  looks  upon  the  treatment  of  pelvic  disease 
only  from  the  concrete  side  of  surgery.  Diagnosis  and  prog- 
nosis are  unknown  quantities,  and  the  operation  itself  stands 
for  the  sum  total.  Fascinated  by  the  glitter  of  instruments, 
the  intricacies  of  detail,  and  the  elegance  of  technic,  and 
under  the  spell  and  glamour  of  the  deft  and  brilliant  oper- 
ator's personality,  the  welfare  of  the  patient  receives  scant 
consideration,  and  the  student  becomes  imbued  with  the  idea 
that  in  surgery  and  surgery  alone  lies  the  broad  and  unob- 
structed road  to  success  and  future  reputation.  The  effect 
of  all  this,  as  Dr.  Jenks  so  truly  pointed  out  in  his  paper 
two  years  ago,  is  to  "bring  into  existence  many  surgical  and 
gynecologic  neophytes  who  attempt  the  kind  of  work  that 
only  masters  are  equipped  for."  To-day  it  requires  a  greater 
courage  to  treat  disorders  of  the  pelvic  organs  conservatively 
than  it  did  fifty  years  ago  to  open  up  the  peritoneal  cavity. 

The  large  number  of  grailuates  sent  out  yearly  from  our 
medical  schools  increases  competition  in  the  field  of  practice, 
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and  the  question  of  existence  becomes  one  of  vital  importance 
to  each  individual.  The  public  does  not  discriminate,  and 
in  the  profession  itself  there  is  a  growing  tendency  to  measure 
a  man  according  to  his  financial  returns.  Commercialism 
has,  to  a  large  extent,  entered  the  practice  of  the  day,  and 
the  survival  of  the  fittest  depends  not  so  much  upon  ability 
as  on  mercantile  shrewdness.  The  higher  ideals  inculcated 
by  the  fathers  of  medicine  as  to  professional  responsibility 
to  patients  have  given  place  too  largely  to  personal  and  selfish 
aspirations.  ]\Ien  of  ambition,  too  often  unwilling  to  reach 
the  heights  of  professional  success  by  the  slow  and  plodding 
ways  of  merit,  seek  at  a  bound  to  occupy  the  seats  of  the 
mighty  and  to  add  to  their  records  and  bank  accounts  by 
buying  patients  on  the  percentage  or  fee-splitting  plan. 
Young  men  entering  the  profession  look  to  success  for  daily 
bread,  and,  seeing  in  operative  work  one  of  the  surest  means 
to  speedy  advancement,  to  larger  pecuniary  recompense, 
and  to  a  more  rapid  elevation  to  the  peerage  of  greatness, 
plunge  into  the  surgical  arena  without  a  single  thought  as  to 
fitness  or  of  ultimate  results. 

These  are  some  of  the  reasons  why  local  and  general  treat- 
ment in  the  pehdc  disorders  of  women  have  been  left  behind 
in  the  race,  and  why  surgery  has  raised  the  cry  of  the  passing 
of  old-fashioned  methods — medical  gynecology.  But  in  this 
very  cry  there  is  a  ring  of  uncertainty,  for  true  surgery  recog- 
nizes its  limitations,  and  realizes  its  frequent  dependence 
upon  medicine  in  accomplishing  its  cures. 

In  no  one  of  the  specialties  is  a  broader  knowledge  and 
experience  in  general  medicine  demanded  than  in  the  prac- 
tice of  gynecology.  Women  have  been  led  to  the  belief,  and 
this  is  often  fostered  by  the  physician  himself,  that  nearly 
all  the  ills  to  which  their  flesh  is  heir  originate  in  the  pehis, 
and  lack  of  diagnostic  acumen  and  want  of  judgment  have 
too  often  sent  the  patient  to  the  operating-table  when  a 
greater  familiarity  with  general  medicine  and  local  thera- 
peutics would  have  resulted  in  restoration  to  perfect  health 
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without  recourse  to  the  knife.  The  question  before  us,  there- 
fore, resolves  itself  largely  into  one  of  honest  diagnosis,  the 
differentiating  of  diseases  which  are  purely  surgical  from 
those  in  which  local  and  general  treatment  will  effect  a  cure. 

The  close  relationship  between  the  pehnc  organs  and  other 
parts  of  the  body  often  renders  local  treatment  alone  less 
effective  than  when  combined  with  proper  general  treatment, 
and  the  physician  who  undertakes  the  cure  of  pelvic  dis- 
ease without  taking  cognizance  of  general  conditions  is 
doomed  to  disappointment  and  failure.  Many  affections 
also  simulate  pelvic  disease,  and  the  application  of  local 
remedies  under  such  circumstance  is,  of  course,  the  height 
of  absurdity.  Neurasthenia,  with  its  backaches,  bearing- 
down  sensations,  and  pelvic  and  abdominal  pains,  catarrhal 
enteritis,  errors  of  nutrition,  malaria,  and  anemia  in  its  mul- 
tiform manifestations  are  illustrations  of  these  counterfeit 
gynecologic  presentments. 

The  objects  of  local  treatment  are  the  relief  of  pain  and 
irritation,  often  of  a  reflex  nature;  the  allajang  of  congestion 
and  inflammation,  the  absorption  of  the  products  of  inflam- 
mation, and  the  reposition  of  displaced  organs.  In  the  regu- 
lation of  the  uterine  functions,  in  congestions  and  mild 
inflammations  of  that  organ  and  in  surrounding  parts,  and 
in  displacements  of  the  uterus,  with  and  without  adhesions, 
the  apphcation  of  proper  local  treatment  is  of  signal  value, 
while  in  prolapse  of  the  tubes  and  ovaries,  even  in  the  pres- 
ence of  extensive  adhesions,  but  without  ascertainable  morbid 
changes  in  the  organs  themselves,  vaginal  tamponade  offers 
the  simplest  and  most  efficient  means  of  reposition  and  cure. 

In  the  practice  of  local  treatment  the  older  observers  con- 
fined their  remedies  within  too  narrow  limits,  and  from 
ignorance  of  pathology  often  resorted  to  harsh  and  uncalled- 
for  methods.  The  intrauterine  employment  of  caustics  and 
other  drugs,  especially  without  previous  dilatation  of  the 
cervical  canal  for  drainage,  is  at  present  rarely  practised, 
and,  in  general,  it  is  to  be  condemned,  since  better  results, 
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wthout  the  dangers,  can  be  obtained  by  milder  remedies 
applied  outside  the  cervix.  Broadly  speaking,  it  may  be 
stated  that  almost  every  drug  in  the  pharmacopeia  can 
be  employed  in  local  treatment,  the  particular  remedy  to  be 
selected  depending  upon  the  nature  of  the  disorder  present 
and  the  action  which  it  is  desired  to  obtain. 

In  the  foregoing  remarks  I  have  attempted  to  point  out 
why  non-operative  local  treatment  of  pelvic  disorders  has 
fallen  into  disrepute,  what  essentials  are  necessary  to  success 
by  this  method,  and,  briefly,  some  of  the  conditions  in  which 
local  applications  have  given  satisfactory  results  in  my  hands; 
and  I  further  desire  to  express  my  own  firm  beHef  in  the 
value  of  this  method  of  treatment  in  suitable  cases.  In 
closing,  I  cannot  offer  a  better  text  for  thoughtful  con- 
sideration than  the  wse  and  Hberal  doctrine  enunciated 
by  Skene: 

"The  science  and  art  of  medicine  and  surgery,  in  their 
highest  development,  should  be  above  all  party  questions, 
and  those  who  place  a  just  estimate  on  both  branches  of  the 
healing  art  and  employ  them  without  predilection  and  pre- 
judice are  the  most  successful  and  reliable.  Unreasonable- 
devotion  to  either  medicine  or  surgery  is  wrong." 


THE  VALUE   OF  LOCAL  TREATMENT   PRE- 
PARATORY TO  OPERATION. 


By  H.  C.  Coe,  M.D., 
New  York  City. 


By  preparatoi-y  treatment  I  understand  such  local  appli- 
cations as  either  allay  inflammation,  assist  an  anatomical 
cure  to  be  completed  by  the  operation,  or  render  the  latter 
more  successful  from  a  clinical  standpoint  than  it  might 
otherwise  be.  The  subject  being  limited  to  the  non-operative 
side,  it  is  obvious  that  the  discussion  must  be  confined 
almost  entirely  to  treatment  preparatory  to  plastic  operations 
within  the  vagina. 

Having  received  my  early  gynecologic  training  in  a  school 
in  which  considerable  emphasis  was  placed  upon  the  impor- 
tance of  such  "preparation,"  I  may  be  criticised  when  I 
state  frankly  at  the  outset  that  I  now  regard  most  of  the 
lessons  then  inculcated  as  opposed  to  the  ordinary  facts 
of  anatomy.  It  would  ill  become  a  pupil  of  our  venerated 
Fellow,  Dr.  Emmet,  to  cast  discredit  upon  his  pioneer  work 
in  gynecology.  Whatever  modifications  our  views  have 
imdergone  with  regard  to  his  theory  of  pelvic  pathology, 
many  of  his  clinical  deductions  are  as  sound  as  they  ever 
were,  and  we  have  not  yet  outgrown  the  influence  of  his 
acute,  logical  mind.  It  is  pleasant  to  feel  that  he  has  not 
had  to  wait  for  a  future  generation  to  do  him  honor. 

But,  while  accepting  his  views  as  to  the  value  of  the  hot 
douche  in  some  forms  of  acute  pelvic  inflammation  and  of  the 
glycerin  tampon  to  assist  in  the  absorption  of  exudates,  as  long 
ago  as  1886  I  expressed  skepticism  with  regard  to  the  neces- 
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sity  of  extended  preparatory  treatment  before  operations 
on  the  peKic  organs,  taking  the  ground  that  long-standing 
anatomic  changes  in  and  around  the  uterus  and  adnexa 
were  not  affected  by  hot  douches,  applications  of  iodin, 
tampons,  etc.  I  assume  that  acute  and  subacute  inflam- 
mations of  the  adnexa  (then  usually  known  as  "cellulitis") 
are  naturally  contraindications  to  trachelorrhaphy  alone. 
This  is  now  ancient  history.  Doubtless  the  haste  which  char- 
acterizes modern  life  is  felt  in  surgery,  and  we  too  often 
operate  prematurely,  but  certainly  there  are  few  patients 
nowadays  who  would  submit  to  weeks  of  preparation  before 
repair  of  a  lacerated  cenix  and  perineum,  however  long 
they  might  demur  before  resorting  to  laparotomy.  Nor  is 
it  necessary.  A  condition  that  has  e>dsted  perhaps  for  years 
and  in  which  an  operation  is  clearly  indicated  can  be  cured 
only  by  operation.  I  note  in  one  of  the  most  recent  text- 
books on  gynecology  the  old  familiar  ad\'ice  to  puncture 
cysts,  paint  erosions  with  iodin,  etc.,  before  performing 
trachelorrhaphy.  Wliy  not,  we  would  naturally  ask,  ampu- 
tate the  diseased  cenix  at  once,  thus  remo\ing  all  the  affected 
tissue,  instead  of  wasting  weeks  with  tentative  palhative 
measures  ? 

The  same  criticism  applies  to  operations  within  the 
abdomen.  Would  the  general  surgeon  expect  a  diseased 
and  adherent  appendix  to  become  a  more  favorable  subject 
for  an  interval  operation  by  subjecting  the  patient  to  a  long 
course  of  preparation  for  months  after  acute  symptoms  had 
subsided?  As  long  ago  as  my  hospital  days  observations 
in  the  examining-room  and  dead-house  convinced  me  that 
adherent  uteri  and  adnexa  could  not  be  rendered  freely 
movable  by  any  amount  of  non-surgical  treatment.  I  have 
seen  it  persisted  in  for  years,  and  on  finally  opening  the 
abdomen  it  was  evident  that  all  that  the  tamponade  had 
accomplished  was  to  distend  the  vagina  and  elevate  the 
pehic  organs  en  masse,  without  separating  a  single  adhesion 
or  restoring  diseased  organs  to  a  normal  condition.     I  do 
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not  deny  that  we  may  operate  too  often  at  the  present  day, 
and  may  not  have  the  patience  of  our  predecessors  in  giving 
palliative  treatment  a  fair  trial;  but  I  do  affirm  that  our 
accumulated  clinical  experience  has  proved  that  in  most 
cases  in  which  "preparation"  was  formerly  regarded  as 
a  sine  qua  non,  just  as  good  results  are  obtained  by  pro- 
ceeding without  this  delay. 

I  have  a  ^-ind  remembrance  of  the  orthodox  course  of 
treatment  pursued  in  a  case  with  the  commonly  associated 
conditions,  viz.,  laceration  of  the  cer\'ix,  with  corporeal 
endometritis,  laceration  of  the  pelvic  floor,  prolapsus,  with 
cystocele  and  rectocele.  To  repair  any  two  of  these  lesions 
at  one  sitting  was  regarded  as  quite  unjustifiable— in  fact, 
I  recall  the  case  of  a  patient  with  these  conditions  under 
my  observation  when  a  resident  physician  in  a  special 
hospital,  who  had  four  separate  operations,  each  with  a 
prescribed  interval  of  "preparatory"  treatment  for  the  next 
stance.  She  was  eventually  discharged  in  fair  condition, 
wearing  a  pessary,  but  after  a  stay  of  at  least  three  months, 
instead  of  as  many  weeks,  as  at  present. 

The  influence  of  this  teaching  was  felt  throughout  the 
profession;  witness  the  elaborate  directions  for  local  treat- 
ment in  the  monograph  on  Minor  Gynecology  by  our  late 
Fellow,  Dr.  INIund^.  That  we  really  beheve  little  in  it  is 
proved  by  the  routine  office  treatment  of  everyone  in  this 
audience. 

To  refer  again  to  the  most  familiar  example.  We  used 
to  be  taught  that  a  lacerated  and  eroded  cervix  with  general 
induration  and  cystic  degeneration  must  be  subjected  to 
a  certain  course  of  preparation  before  one  could  venture 
to  repair  it,  w4th  any  hope  of  anatomic  and  symptomatic 
cure.  Hot-water  douches,  applications  of  iodin,  puncture 
of  cysts,  local  depletion  (whatever  that  may  have  meant) — 
all  these  were  used  to  "prepare"  the  patient  for  operation, 
instead  of  amputating  and  removing  the  disease  at  once. 
If  an  old  parametric  cicatrix  were  present  a  vigorous  attempt 
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was  made  to  cause  its  absorption  by  means  of  iodin  and 
glycerin  tampons.  How  often  this  supposed  "cellulitis"  was 
really  a  thickened  and  adherent  tube  we  learned  long  ago 
at  the  operating-table.  I  am  very  far  from  desiring  to  re- 
move the  ancient  landmarks,  but  I  do  plead  for  a  sound 
anatomic  and  clinical  reason  for  every  procedure  in  gyne- 
cology, whether  surgical  or  non-surgical.  Reverence  for 
tradition  is  one  thing,  but  common-sense  is  another. 

I  have  the  utmost  respect  for  hot  douches  and  ichthyol  or 
boroglycerid  tampons  in  the  treatment  of  pelvic  exudates, 
but  I  believe  that  these  are  misapplied  when  their  use  is 
persisted  in  in  cases  in  which  laparotomy  has  taught  us 
adhesions  can  be  separated  only  by  the  fingers  within  the 
abdominal  cavity. 

Every  gynecologist  can  testify  to  the  wonderful  absorptive 
action  of  the  lymphatics  in  so-called  chronic  cases,  but  the 
conscientious  observer  must  also  admit  that  he  has  wasted 
his  own  and  his  patient's  time  and  patience  in  attempts  to 
"prepare"  for  an  operation  which  ought  to  have  been  done 
at  once.  Not  a  few  unfortunate  cases  of  ruptured  ectopic 
pregnancy  have  been  due  to  this  ultraconservatism.  I 
assume  that  there  can  be  little  difference  of  opinion  with 
regard  to  the  advisability  of  delay  and  expectant  or  local 
treatment  in  certain  acute  and  subacute  inflammatory 
affections  of  the  adnexa.  Hasty  operation  under  these 
circumstances  may  bring  failure,  if  not  disaster.  I  am  refer- 
ring rather  to  the  so-called  "chronic"  cases  in  which  some 
still  advise  local  preparatory  treatment,  instead  of  meeting 
the  obvious  indications  without  delay. 

I  have  seen  too  many  cases  of  inoperable  carcinoma  of 
the  cervix  follow  a  long  course  of  applications  in  the  hands 
of  the  general  practitioner  to  have  any  sympathy  with  such 
medical  gynecology.  And  I  may  add  that  I  have  observed 
too  many  patients  with  simple  leucorrhea  treated  indefinitely 
with  intrauterine  applications  until  they  developed  into 
obstinate  cases  of  endometritis  to  favor  such  conservatism. 
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So  far  as  my  own  personal  opinion  is  concerned,  I  would 
prefer  either  to  operate  upon  such  a  patient  or  to  let  her 
alone. 

While  on  this  subject  it  may  not  be  amiss  to  suggest  that 
more  can  often  be  accomplished  by  judicious  general  than 
by  local  treatment  preparatory  to  an  operation.  The  heart, 
lungs,  kidneys,  the  relaxed  abdominal  muscles  in  cases  of 
enteroptosis,  the  condition  of  the  bladder  and  bowels — all 
these  deserve  as  much  attention  as  the  local  changes  to 
which  I  have  referred. 

Personally  I  have  rejected  the  use  of  the  term  "chronic" 
in  connection  wath  disease  of  the  pelvic  organs.  "WTiat  is 
chronic  endometritis,  metritis,  salpingitis,  oophoritis  but 
hyperplasia  of  epithelium,  glandular,  or  fibromuscular  tissue, 
the  result  of  a  former  acute  or  subacute  inflammatory 
process,  or  long-standing  congestion?  And  how  can  we 
expect  a  restitutio  ad  integrum  from  local  applications? 
These  questions  have  never  been  answered  to  my  satisfaction 
in  any  of  our  recent  text-books. 

One  class  of  cases  must  be  excepted  from  this  criticism. 
Those  of  us  who  witnessed  the  many  successful  operations 
for  complicated  vesicovaginal  fistula  at  the  Woman's  Hos- 
pital (conditions  now  so  rare  in  this  country)  must  admit 
that  the  admirable  results  were  due  not  only  to  the  skilful 
technic  of  the  surgeon,  but  to  the  careful  course  of  prepara- 
tory treatment  to  which  patients  were  subjected  to  cure  the 
existing  cystitis,  di\'ide  cicatricial  bands,  dilate  the  vagina, 
etc.  And  there  is  no  doubt,  too,  that  the  care  bestowed 
upon  patients  for  days,  and  often  weeks,  pre^^ous  to  the 
repair  of  complete  laceration  of  the  perineum  was  responsible 
for  the  success  of  the  operation  in  the  preaseptic  period 
when  such  dreadful  results  followed  neglected  obstetric  cases. 
I  have  no  doubt  that  we  would  do  better  to  pay  more  atten- 
tion than  we  do  to  the  stretching  and  di^^sion  of  cicatricial 
tissue  preparatory  to  our  operations  for  atresic  conditions 
the  result  of  traumatism. 


THE    VALUE    OF    POSTOPERATIVE    LOCAL 
TREATMENT  IN  GYNECOLOGY. 

By  J.  Riddle  Goffe,  M.D., 
New  York  City. 


By  postoperative  local  treatment  is  iiiulerstood  the  appli- 
cation of  such  local  measures  for  relief  as  are  usually  em- 
ployed in  the  routine  local  treatment  in  gynecologic  cases, 
namely,  hot-water  vaginal  douches,  vaginal  tamponade,  and 
topical  applications,  both  to  the  uterus  and  to  the  vaginal 
vault. 

My  experience  confirms  me  confidently  in  the  opinion 
that  much  can  be  accomplished  by  local  treatment,  per  se, 
in  all  the  various  inflammatory  conditions  that  are  met 
with  in  the  female  pelvis.  Neoplasms  and  cystic  tumors 
are  beyond  the  scope  of  such  treatment  except  in  the  com- 
plications attending  them;  but  displacements  of  the  uterus, 
prolapsed  and  sensitive  ovaries,  congestion  and  inflam- 
mation attending  these  conditions,  to  a  greater  or  less 
extent  can  be  relieved  symptomatically  by  non-operative 
local  treatment.  Such  conditions  when  compUcated  even 
by  well-organized  adhesions  can  be  relieved,  and  the  adhe- 
sions themselves  dissipated  in  many  instances  without 
operative  procedure.  Of  course,  all  of  this  comes  under 
the  head  of  surgical  treatment,  but  for  the  purposes  of  our 
discussion  I  have  drawn  the  Hne  between  surgical  and 
operative  treatment,  between  cases  demanding  anesthesia 
for  the  operation  and  those  that  do  not;  in  other  words, 
between  office  cases  and  hospital  cases  demanding  anes- 
thesia. Large  displaced  hyperplastic  uteri  can  be  reduced 
to  normal  size  and  healthful  condition,  and  restored  to  their 
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proper  position  in  the  pehis  by  local  and  mechanical  treat- 
ment. Acting  on  the  logical  conclusion  that  if  local  treat- 
ment will  relieve  these  conditions  when  present  it  would 
certainly  be  of  service  in  preventing  them,  I  have  been  in 
the  habit  recently  of  instituting  local  treatment  as  soon 
after  operative  procedures  as  the  condition  of  the  tissues 
involved  in  the  operation  would  permit. 

The  condition  that  is  universally  recognized  as  being 
most  commonly  productive  of  pain  is  that  of  plastic  adhe- 
sions holding  the  organs  in  fixed  and  immobile  positions. 
In  many  instances  these  adhesions  can  be  made  to  dis- 
appear by  prolonged  and  systematic  treatment  with  tampon- 
ade and  hot-water  douches.  Adhesions  of  long-standing 
that  have  become  thoroughly  organized,  in  many  instances 
will  resist  all  treatment  except  that  by  the  scissors  or  the 
knife,  but  these  are  the  exception  rather  than  the  rule.  I 
am  using  the  treatment,  therefore,  to  prevent  the  devel- 
opment after  operations  of  similar  conditions.  Perhaps 
the  efficiency  of  the  treatment  may  be  best  presented  by 
narrating  a  few  tj^ical  cases  in  wliich  the  benefit  of  the 
treatment  seems  to  have  been  demonstrated. 

C.\SE  I. — This  case  presents  to  my  mind  conclusive 
evidence  of  the  benefit  of  local  treatment  in  cases  in  which 
adhesions  existed  at  the  time  of  operation  and  the  con- 
dition left  after  operation  favored  the  reformation  of  them, 
which  would  entirely  have  frustrated  the  object  of  the 
work.  Also  in  cases  of  acute  infection  of  the  uterine  append- 
ages it  is  a  nice  question  to  determine  how  far  active  surgical 
interference  is  advisable.  This  case  is  of  interest  in  this 
connection.  Mrs.  S.,  aged  thirty-one  years,  the  mother  of 
two  girls,  six  weeks  after  her  second  confinement  was 
infected  with  gonorrhea.  Six  weeks  later,  after  entering 
one  of  the  prominent  New  York  public  hospitals,  she  was 
told  that  the  only  thing  that  would  cure  her  was  a  pan- 
hysterectomy. To  this  she  would  not  consent  because,  as 
she  said,  she  wanted  a  boy  baby.     She  thereupon  left  the 


J.  RIDDLE  GOFFE  267 

institution  and  presented  herself  a  few  days  later  at  my 
hospital  clinic.  She  had  a  temperature  ranging  from  100i° 
to  102°,  a  foul  tongue,  irritable  stomach,  and  upon  exami- 
nation a  mass  as  large  as  one's  fist  involving  the  uterine 
appendages  of  the  left  side,  a  large  adherent  tube  on  the 
right  side  and  prolapse  of  the  corresponding  ovary  were 
discovered.  She  was  suffering  from  constant  pain  in  the 
pelvis  and  an  effusive  foul  discharge.  After  listening  to  her 
story  and  her  desire  for  an  heir,  I  told  her  I  thought  it 
quite  possible  that  I  could  save  the  right  ovary  and  tube 
if  the  operation  were  done  promptly,  and  thereby  make  it 
possible  to  attain  her  heart's  desire.  She  consented.  The 
uterus  was  thoroughly  curetted,  swabbed  with  pure  carbolic 
acid,  and  packed  with  iodoform  gauze.  The  cul-de-sac  was 
opened,  adhesions  gently  severed  with  the  finger  as  far  as 
they  could  be  reached  and  some  iodoform  gauze  firmly 
packed  in  the  hollow  of  the  sacrum,  being  carried  as  high 
as  the  promontory.  Anterior  vaginal  section  was  then  done, 
the  remaining  adhesions  surrounding  the  inflamed  mass 
separated,  and  the  fundus  of  the  uterus  deHvered  into  the 
vagina.  The  appendages  which  were  the  least  involved 
(the  right  side)  were  then  drawn  down;  the  tube  was  found 
enlarged,  inflamed,  and  occluded,  the  fimbriae  being  univer- 
sally adherent  to  the  ovary.  Under  an  irrigation  of  hot 
saline  solution  the  ovary  was  washed,  the  fimbrise  separated, 
massaged,  and  opened  out.  The  contents  of  the  tube,  which 
consisted  of  a  few  drops  of  muco-pus,  was  milked  out,  and 
a  silver  probe  loaded  with  tincture  of  iodin  carried  into 
the  tube  the  full  length  of  that  organ.  The  fimbria  and 
ovary  were  also  brushed  lightly  with  iodin.  These  w'ere 
replaced  and  adjusted  upon  the  gauze,  which  had  been 
inserted  in  the  cul-de-sac.  The  involved  appendages  of  the 
left  side  were  then  brought  down  to  the  vulva,  a  collection 
of  pus  involving  the  ovary  and  tube  was  set  free,  and  the 
apjjendages  removed  with  the  angiotribe.  The  uterine 
stump  of  the  tube  was  dissected  out  and  the  horn  of  the 
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uterus  stitched.  The  uterus  was  then  restored  to  its  normal 
position,  the  peritoneum  and  bladder  adjusted,  the  longi- 
tudinal vaginal  incision  stitched,  the  transverse  incision  being 
left  open,  and  the  vagina  packed  with  gauze.  The  tube 
which  was  not  removed  was  intensely  inflamed,  its  walls 
thickened,  and  the  raw  surfaces  left  in  the  pelvis  very  exten- 
sive. Ordinarily  it  might  justly  be  expected  that  adhesions 
would  reform  and  pain  be  reproduced.  The  gauze  which 
was  packed  in  the  cul-de-sac  was  gradually  removed  day 
by  day  after  the  fourth  day,  the  last  of  it  coming  away  at 
the  end  of  the  seventh  day.  Five  days  later,  in  order  to 
avoid  any  congestion  that  might  follow  the  cessation  of 
drainage  by  removal  of  the  gauze,  the  patient  was  placed 
upon  tampon  treatment  of  ichthyol  and  glycerin,  the 
tampon  being  removed  and  reapplied  every  second  day 
after  a  hot  saline  irrigation  administered  while  on  the 
operating-table.  This  treatment  was  continued  for  two 
weeks,  at  the  end  of  which  time,  namely,  at  the  end  of  the 
fourth  week,  she  was  dismissed  from  the  hospital.  This 
operation  was  done  in  November.  I  have  seen  her  several 
times  since  and  have  been  highly  gratified  by  the  result. 
The  uterus  and  appendages  are  freely  movable,  and  although 
there  are  as  yet  no  evidences  of  the  prospective  heir,  the 
patient  is  anatomically  at  least  in  a  perfectly  normal  con- 
dition as  far  as  the  uterus  and  the  appendages  of  the  right 
side  are  concerned.  In  addition  to  the  local  treatment  the 
patient  was  also  kept  in  the  Fowler  position,  and  received 
the  benefit  of  more  perfect  drainage  thereby. 

I  have  had  one  case  similar  to  the  above,  in  wliich  I  have 
interfered  in  the  acute  stage  and  have  obtained  equally 
satisfactory  results,  the  patient  being  subjected  to  the  same 
treatment.  I  regard  this,  then,  as  a  typical  illustration  of 
what  may  be  expected  from  this  line  of  postoperative  treat- 
ment in  a  most  critical  class  of  cases. 

In  cases  that  are  operated  upon  for  the  simple  s}Tnptom  of 
sterility  it  is  found  frequently  that  the  obstruction  or  the 
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obstacle  to  impregnation  consists  in  cobweb  adhesions  that 
either  bind  the  fimbriae  together  or  kink  the  tube  in  such  sharp 
flexures  as  to  obstruct  its  himen.  In  subjecting  such  cases 
to  operative  interference,  of  course  the  object  to  be  aimed 
at  is  to  prevent  the  reformation  of  these  adhesions.  If  the 
circulation  is  stimulated  to  its  highest  pitch  and  all  stasis 
obviated,  we  have  secured  a  condition  most  favorable  for 
recovery  and  avoidance  of  redevelopment  of  adhesions. 
This  is  accomplished  by  the  hot  douche  and  the  tamponade. 
It  has  become  my  routine  custom  to  subject  my  patients 
after  vaginal  section,  when  performing  it  for  the  relief  of 
the  above  conditions,  to  this  local  treatment  on  the  twelfth 
or  fourteenth  day  after  the  operation,  and  continue  it  as  long 
as  there  seems  any  probability  of  plastic  exudate  being 
thrown  out  and  adhesions  forming.  In  some  instances,  even 
after  months  have  passed  and  impregnation  has  not  occurred, 
a  short  course  of  this  treatment  seems  to  be  effectual  in 
establishing  such  normal  conditions  as  to  favor  impreg- 
nation. The  following  illustrates  the  benefit  of  this  work. 
Case  II. — IMrs.  A.,  of  West  Virginia,  was  referred  to  me 
by  her  family  physician  for  pelvic  pain  and  sterility  April 
14,  1902.  She  was  suffering  from  backache  and  spasmodic 
pains  in  the  pelvis,  dyspepsia,  and  general  disability  and 
nervousness.  She  had  been  subjected  to  an  artificially 
induced  miscarriage  two  years  previous  on  account  of 
persistent  nausea  and  vomiting  of  pregnancy.  Unfortunately 
she  became  infected  and  nearly  lost  her  life.  She  had  not 
regained  her  health  since  that  time.  She  was  formerly  a 
fine  whip  and  enjoyed  horseback  riding,  but  since  the 
miscarriage  has  been  unable  to  indulge  in  it  on  account 
of  the  distress  produced  thereby.  On  examination  I  found 
a  retroverted  uterus,  prolapsed  and  diseased  appendages  of 
both  sides,  with  universal  adhesions.  Neither  the  uterus 
nor  the  ovaries  could  be  lifted  from  their  bed.  Anterior 
vaginal  section  was  performed,  tubes  and  ovaries  freed 
from    their    positions,    various    cysts    punctured    with    the 
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Paquelin  cautery  and  part  of  the  left  ovary  resected.  The 
tubes  were  massaged  under  saHne  irrigation  and  opened. 
The  round  ligaments  were  then  shortened  to  relieve  the 
displacement.  The  patient  made  a  satisfactory  recovery 
and  returned  to  her  home  at  the  end  of  the  fifth  we6k.  No 
postoperative  treatment  of  the  character  imder  discussion 
was  given  in  this  case.  I  heard  from  the  patient  from  time 
to  time  during  the  succeeding  year.  She  steadily  regained 
her  health,  but  did  not  become  pregnant.  In  April,  1903, 
she  and  her  husband  returned  to  me  to  see  if  I  could  relieve 
the  cause  of  her  continued  sterility.  The  patient  was  very 
ner\'Ous,  and  inchned  to  be  hysteric.  The  uterus  was  in 
normal  position  and  movable,  but  the  appendages  of  the 
left  side  were  slightly  prolapsed,  sensitive,  and  adherent.  I 
placed  her  on  treatment  of  ichthyol  tampons,  hot  douches, 
plenty  of  fresh  air,  and  general  hygienic  regimen  for  four 
weeks.  She  then  skipped  her  menstrual  period,  but  thought 
it  was  simply  a  delay  from  which  she  had  frequently  suffered. 
After  going  over  the  time  for  two  weeks  further,  sj-mptoms 
of  pregnancy  appeared,  and  I  sent  the  couple  home  to  await 
developments. 

One  month  later  I  was  informed  by  post  that  menstruation 
had  not  appeared  at  the  expiration  of  the  intermenstrual 
period,  and  there  was  no  doubt  of  the  pregnancy.  Some 
nausea  and  vomiting  were  present,  but  no  such  violent 
symptoms  as  had  presented  themselves  at  the  previous 
pregnancy. 

The    following   letter   has   just   been    received    from   her 

former  phvsician: 

C ,  West  Virginia,  May  21,  1904. 

Dear  Doctor  Gopfe  : 

Your  letter  of  inquiry  received.  The  patient  moved  to  a  neighboring 
town  last  autumn.  I  saw  her  father  a  few  weeks  ago,  and  he  told  me  she 
lost  the  baby.  Her  labor  was  long  and  tedious,  so  he  informed  me.  They 
first  called  a  young  physician,  and  then  an  older  one  to  consult,  and  he 
was  opposed  to  instrumental  procedures — preferred  to  let  nature  take  its 
course,  which  resulted  in  the  loss  of  the  baby.  The  child  was  a  boy  and 
verv  large.     The  mother  got  along  very  well.  Yours  truly, 

F.  S.  T. 
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The  time  that  had  elapsed  since  the  operation  might 
preclude  this  case  from  consideration  under  the  topic  we 
are  discussing,  but  impregnation  followed  the  treatment  so 
promptly,  especially  as  it  had  effected  mobility  in  the  im- 
mobile organs,  that  it  seems  legitimate  to  pronounce  it  a 
propter  hoc.  If  this  be  granted  it  shows  the  importance  of 
retaining  the  patient  under  observation  and  treatment  after 
operative  procedures  long  enough  to  insure  as  perfect  a  re- 
covery as  possible,  not  only  in  general  health  and  strength,  but 
also  in  the  local  condition.  The  conditions  that  interfere  with 
pregnancy  are  sometimes  so  trifling  that  in  cases  operated 
upon  for  this  special  symptom  too  great  care  cannot  be 
exercised  in  eliminating  every  possible  compHcation  that  the 
conditions  at  operation  may  suggest  as  possible  to  arise. 

It  is  so  natural  and  so  easy,  when  the  patient  has  recovered 
from  the  immediate  effects  of  the  operation  and  gained 
sufficient  strength  to  leave  the  surgeon's  hands,  to  trust  to 
nature  to  restore  a  natural  and  healthful  condition  that  the 
temptation  is  strong  to  dismiss  her  with  encouraging  words 
and  supreme  confidence  in  nature's  restorative  powers.  The 
following  case  emphasized  the  importance  of  attention  to  the 
details  of  convalescence,  especially  the  local  process  of  healing. 

Case  III. — Miss  S.,  aged  thirty-four  years,  a  vigorous  and 
athletic  woman,  was  referred  to  me  for  backache  and  menor- 
rhagia.  Examination  disclosed  a  large,  firm,  retroverted 
uterus,  with  enlarged,  collapsed,  tender  right  ovary.  I 
advised  curettage  and  vaginal  section,  to  which  she  con- 
sented. Both  the  anterior  and  posterior  vaginal  sections 
were  made,  part  of  the  right  ovary  was  resected,  the  round 
ligaments  were  shortened  to  relieve  the  displacement.  The 
density  of  the  uterine  fiber  suggested  a  general  sclerotic  or 
fibroid  condition  of  that  organ,  and  such  proved  to  be  the 
case,  although  no  tumors  or  foci  could  be  differentiated. 
But  the  case  proved  very  hemorrhagic;  an  unusual  amount 
of  hemorrhage  attended  the  curettage  and  also  the  vaginal 
sections,  a  steady,  constant,  uncontrollable  oozing  attended 
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every  step  of  the  procedure,  coming  more  especially  from 
the  right  side.  When  the  operation  had  reached  that  stage 
when  the  anterior  vaginal  incision  was  about  to  be  closed 
the  hemorrhage  continued  so  persistently  that  it  seemed 
wise  to  apply  a  compression  forceps  to  the  right  uterine 
artery  close  to  the  cervix.  This  was  done,  and  was  so 
successful  in  controlling  the  oozing  that  it  was  allowed  to 
remain  in  place.  The  operation  was  therefore  completed 
with  the  forceps  in  position,  dressings  were  applied,  and  the 
forceps  allowed  to  remain  for  thirty-six  hours.  Dressings 
were  gradually  removed,  in  accordance  with  my  custom, 
and  convalescence  went  on  smoothly,  with  the  exception  of 
constant  pain  and  tenderness  at  the  point  of  appUcation  of 
the  forceps.  This  continued  even  into  the  third  and  fourth 
week,  although  the  tampon  treatment  was  begun  upon  the 
fourteenth  day.  As  this  was  not  successful,  a  piece  of  gauze, 
to  which  a  string  was  attached,  was  saturated  with  Churchill's 
compound  tincture  of  iodin  and  placed  in  the  vagina 
directly  over  the  seat  of  pain,  namely,  to  the  right  of  the 
cervix  in  the  fornix  of  the  vagina,  and  held  in  that  position 
by  several  cotton  balls  for  twenty-four  hours.  This  formed 
a  very  marked  bUster,  taking  off  the  vaginal  mucous  mem- 
brane for  a  space  larger  than  a  silver  dollar;  but  the  relief 
was  almost  instantaneous,  and  although  the  vagina  remained 
sore  for  a  week,  the  deep-seated  pain  was  relieved  and  did 
not  return. 

The  compression  of  the  uterine  artery,  although  done  to 
meet  an  emergency,  was  in  the  line  of  treatment  suggested 
and  employed  by  many  for  the  reHef  of  bloody  fibroids  of 
the  uterus,  and  in  this  case  was  successful  in  reducing  the 
menstrual  discharge  to  a  normal  amount.  The  tamponade 
treatment  was  continued  for  several  weeks  longer  to  keep 
the  circulation  at  its  highest  pitch,  and  thus  hasten  the 
restoration  of  the  compressed  tissues  to  their  normal  con- 
dition as  well  as  to  avoid  any  excessive  exudate  or  formation 
of  adhesions. 
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The  cases  cited  are  simply  h^ical  of  certain  forms  of  pos- 
sible postoperative  complications  of  such  a  character  as,  if 
disregarded,  would  necessitate  a  secondary  operation  if  an 
ideal  result  is  aimed  at.  We  know  that  complications  arise, 
and  we  know  that  these  complications  are  simply  tj'pical 
of  conditions  that  we  frequently  meet  with  in  chronic  oflBce 
patients  who  are  sjTnptomatically  relieved  by  local  treatment. 
The  idea  of  prophylaxis  and  the  freedom  from  these  annoy- 
ing complications  that  have  characterized  my  work  since 
applying  this  postoperative  local  treatment  have  encouraged 
me  to  believe  that  more  perfect  results  in  all  details  can  be 
accomplished  by  this  line  of  procedure. 


DISCUSSION  ON  THE  PAPERS  OF  DRS.  FORD, 
MANTON,  COE  AND  GOFFE. 

Dr.  Hiram  N.  Vineberg. — I  think  the  point  determining  the 
value  between  local  treatment  and  operative  treatment  can  be 
settled  when  we  consider  the  time  the  disease  has  e.xisted.  If 
we  take  the  acute  conditions,  and  those  are  the  ones  that  are 
amenable  to  local  treatment,  it  is  my  con\'iction  that  many  of 
the  cases  we  meet  with  in  our  practice  operative  intervention 
can  be  averted  if  we  follow  them  properly.  In  the  discussion 
this  morning  it  was  stated  that  the  parturient  woman  should 
be  observed  for  not  longer  than  two  weeks  after  delivery.  I  do 
not  think  that  is  a  sufficient  time  to  observe  a  case  after  con- 
finement, and  in  my  opinion  a  woman  should  be  observed  for  at 
least  six  or  eight  weeks.  In  the  first  place,  involution  cannot 
properly  take  place  before  then;  it  is  incomplete  before  four  or 
five  weeks  have  elapsed,  and  if  it  is  not  progressing  satisfactorily 
and  the  patient  be  subjected  to  proper  treatment,  involution  can 
be  readily  accomplished.  On  the  other  hand,  if  subinvolution 
be  allowed  to  go  on  for  a  year  or  longer,  during  which  time  a 
chronic  mastitis  usually  develops,  I  do  not  think  any  method 
of  local  treatment  will  afford  relief,  surgical  or  otherwise.  If 
our  operative  results  were  always  ideal,  there  can  be  no  ques- 
tion but  that  some  operative  measure  would  be  the  quickest 
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and  most  definite;  but  we  know,  if  we  are  honest  with  our- 
selves, we  meet  with  many  cases  of  exudates  in  which  we 
have  done  an  aseptic  operation;  everything  has  gone  on 
smoothly,  and  yet  in  the  second  or  third  week  there  will  be 
exudates.  These  exudates,  as  a  rule,  will  become .  absorbed. 
Why?  Because  the  condition  is  an  acute  one,  recent,  and 
treatment  under  these  conditions  will  effect  a  cure.  So  I  think 
in  these  conditions  of  the  appendages,  even  considering  gonor- 
rheal infection,  it  is  unjustifiable  to  operate  until  we  have 
subjected  the  patient  to  local  treatment  for  two  or  three  months. 
But  after  a  long  time  has  elapsed  following  the  primary  attack, 
if  we  get  acute  attacks  repeatedly,  I  do  not  believe  local  treat- 
ment will  effect  a  cure. 

I  must  say  I  am  rather  going  back  to  the  method  of  doing 
different  operations  upon  the  pelvic  floor  or  several  operations 
upon  it  at  different  stances.  I  think  we  get  better  results  if  we 
do  not  attempt  to  do  too  much  at  one  operation. 

In  the  case  of  laceration  of  the  cervix,  with  large  cystocele 
and  rectocele,  I  have  been  satisfied  with  simply  repairing  the 
anterior  vaginal  wall  and  cervix  at  one  operation,  leaving  the 
perineum  for  a  second  operation,  and  I  have  obtained  better 
results  by  so  doing. 

Dh.  Bache  McE.  Emmet. — I  was  gratified  to  hear  the  papers 
on  this  subject,  and  it  seems  to  me  they  voice  the  feelings  and 
methods  of  action  of  a  large  number  of  the  Fellows.  I  think  we 
must  hold  that  a  preparatory  treatment  must  prevail,  and  that 
better  results  will  always  be  obtained  by  so  doing.  I  have  seen 
many  women  who  were  operated  on  too  early  in  view  of  the 
quick  beneficial  results  that  are  supposed  to  follow,  but  in  whom 
the  same  symptoms  persisted  after  the  operations  were  per- 
formed. These  patients  should  go  through  a  period  of  what 
might  be  called  preparatory  treatment,  and  the  papers  of  Drs. 
Ford,  Manton,  and  Coe  are  directed  along  the  right  line.  The 
general  system  of  the  patient  must  receive  attention.  There  is 
no  organ  but  what  bears  on  the  general  health,  and  affects 
these  local  conditions  very  materially.  Undoubtedly,  the  person 
who  is  taught  to  breathe  properly  and  to  use  the  muscles  of 
the  chest  has  good  blood  coursing  through  the  pelvis  as  well 
as  other  parts  of  the  body.  Regularity  in  the  movement  of  the 
bowels  is  important  to  bear  in  mind  in  the  consideration  of 
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tliese  cases.  There  is  usual!}' a  fulness  in  the  pelvis  calling  for 
depletion.  These  patients  should  be  taught  how  to  use  the 
abdominal  and  perineal  muscles  to  relieve  flabbiness,  to  remove 
weight  and  sense  of  pressure,  so  that  they  will  be  in  a  far  better 
condition  to  undergo  any  operative  work  that  may  be  needed. 
Some  of  these  patients,  when  they  are  taught  systematic  ex- 
ercise, massage,  calisthenics,  have  been  able  to  pass  through  a 
period  of  comfort  without  any  operations.  I  have  seen  good 
results  sometimes  follow  such  a  course.  I  have  used  galvanism 
in  some  cases  to  make  an  impression  upon  the  pelvic  adhesions^ 
the  result  being  marked  improvement  in  the  circulation  and 
disappearance  of  some  of  the  sjnnptoms. 

Dr.  Seth  C.  Gordon. — At  the  last  meeting  of  the  Gyneco- 
logical Society  in  Boston  I  read  a  paper  upon  this  subject, 
rather  protesting  against  long-continued  preparatory  treatment 
for  operat'  'ins  I  think  the  sentiment  of  the  profession  to-day 
is  in  accord  u  ith  the  idea  that  the  keeping  of  a  patient  in  a 
hospital  or  under  observation  in  private  practice  for  a  month 
or  two,  applying  hot  douches  and  tampons,  is  really  unwar- 
rantable, and  it  is  based  entirely  upon  a  wrong  pathology,  in 
my  opinion.  We  talk  about  chronic  inflammation.  Emmet 
said,  and  Peaslee  said  a  long  time  before  him,  that  there  is  no 
such  thing  as  chronic  inflammation.  What  we  call  chronic 
inflammation  is  simply  a  condition  of  things  consequent  upon 
the  product  of  inflammation,  a  chronic  passive  congestion,  and 
a  chronic  passive  congestion  in  organs  that  are  hyperplastic, 
like  the  uterus,  can  be  relieved  so  much  quicker  by  an  operation 
which  cuts  those  vessels  that  are  enlarged  and  lets  out  the 
blood,  and  then  the  patient  begins  to  get  into  a  good  condition. 
Those  who  have  operated  for  h}-perplasia  of  the  uterus,  taking  out 
a  wedge-shaped  piece  from  each  side  of  the  cervix,  have  noticed 
within  a  month  that  a  uterus  which  measured  five  inches  on  the 
inside  has  diminished  to  four  inches.  Certainly,  we  relieve  the 
chronic  passive  congestion  by  the  operation.  We  relieve  the 
acute  congestion,  which  is  more  or  less  induced  by  the  operation 
that  is  made  upon  the  chronic  condition.  I  believe,  also,  in 
many  cases  of  acute  salpingitis,  where  pus  has  formed  and  you 
have  let  it  out,  by  following  it  up  with  hot  douches,  boroglycerid 
packs,  etc.,  you  can  effect  a  cure  which  would  ultimately  have 
required  abdominal  section  under  the  old  plan.     I  think  we 
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can  accomplish  a  great  deal  in  the  acute  cases  after  the  imme- 
diate attack  is  relieved  by  local  treatment.  The  old  idea  of 
hot  douches,  so  much  inculcated  in  the  old  times,  has  become 
a  mania  with  many  women.  You  will  find  them  all  over  the 
country,  all  over  the  world,  using  hot  douches.  It  is  a  relic  of 
that  time  when  so  much  of  this  preparatory  treatment  was  used, 
and  I  stop  it  wherever  I  find  it.  It  keeps  up  a  state  of  conges- 
tion of  the  vagina,  and  does  more  harm  than  good.  I  believe 
that  in  the  acute  cases  great  benefit  is  derived  from  local  treat- 
ment, especially  after  operation;  but  that  cases  of  hyperplasia 
of  the  uterus  cannot  be  relieved  by  any  such  treatment,  and  we 
must  first  cut  the  vessels,  let  the  parts  bleed  freely,  and  then 
bring  them  together. 

Dr.  Heiuiann  J.  Boldt. — I  feel  that  if  there  is  no  place  for 
local  treatment  in  gynecology,  gynecologists  had  better  relegate 
themselves  to  the  line  of  surgeons  and  call  themselves  surgeons 
only.  I  believe  that  both  sides  have  gone  to  extremes;  that 
those  who  propose  to  treat  gynecologic  disorders  only  by 
surgery  have  gone  to  extremes,  and  those  who  propose  to 
treat  these  disorders  by  local  treatment  alone  have  gone  to 
extremes.  I  am  confident  that  those  of  us  who  observe  our 
patients  carefully  realize  that  there  is  a  place  for  local  treat- 
ment, for  general  treatment,  as  well  as  for  surgical  treatment. 
No  gjTiecologist  for  a  moment  would  consider  treating  a 
woman  locally  who  has  an  ovarian  cystoma  or  myofibroma  of 
the  uterus  in  which  an  operation  is  indicated.  On  the  other 
hand,  there  are  so  many  disorders  for  which  operations  are 
advised,  not  so  much  by  the  expert  and  competent  gynecologist 
as  they  are  by  other  members  of  the  profession,  that  are  not 
necessary.  These  operations  are  performed  by  general  prac- 
titioners who  are  anxious  to  operate.  Time  and  again  such 
patients  have  come  to  us  after  operations  have  been  advised 
when  there  was  no  reason  for  it,  and  in  a  number  of  such 
instances  operations  have  been  arranged  for  when  there  was 
no  more  need  of  operating  than  there  would  be  for  me  to  be 
operated  on  at  this  moment.  I  think  we  have  a  place  for  strict 
gynecologic  work,  and  it  seems  to  me  if  we  were  to  teach  those 
who  are  not  fully  equipped  to  deal  with  such  conditions,  where 
operations  are  not  indicated,  we  would  have  a  larger  field  than 
we  now  have  for  the  treatment  of  other  conditions. 
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Dr.  Andrew  F.  Currier. — There  is  no  doubt  in  my  mind 
that  a  germ  of  truth,  if  nothing  more,  was  in  the  minds  of  those 
pioneers  in  our  department  of  medicine.  The  conditions  in  the 
great  majority  of  patients  who  subject  themselves  to  gyneco- 
logic treatment  now  differ  from  those  which  obtained  when 
they  presented  themselves  to  gynecologists  a  generation  ago. 
Most  of  them  were  the  victims  of  bad  obstetrics;  many  of  them 
had  exudates  in  their  pelves,  and  the  ideas  of  treatment  in 
regard  to  such  conditions  at  that  time  were  vague  at  the  best. 
It  is  not  strange,  therefore,  that  men  like  Peaslee  and  Emmet 
should  have  suggested  the  methods  which  they  did,  namely,  long 
preparation  for  operations  and  careful  regulation  of  the  condi- 
tion of  the  individual  for  what  might  be  a  very  serious  opera- 
tion— an  operation  which  would  seem  to  us,  in  the  light  of  our 
experience,  to  be  of  no  great  magnitude.  I  am  speaking  now  of 
plastic  operations  on  the  pelvic  organs.  It  would  therefore  seem 
that  we  can  fairly  take  a  different  attitude  in  regard  to  these 
things  now  from  that  held  by  our  predecessors.  The  principle, 
however,  must  be  borne  in  mind  that  if  we  have  a  patient  in 
an  inferior  physical  condition,  the  wise  thing  is  to  have  her 
undergo  some  sort  of  hygienic  preparation  before  subjecting  her 
to  an  operation,  whatever  the  nature  of  it  may  be. 

I  think  there  is  more  to  be  said  on  the  subject  of  postopera- 
tive treatment  than  most  of  us  realize.  Those  of  us  who  observe 
our  cases  carefully  know  that  after  some  abdominal  operations 
there  follows  a  condition  which  leaves  the  patient  as  uncom- 
fortable as  she  was  before,  and  digital  examination  reveals  a 
condition  which  would  seem  to  be  almost  the  same  as  before 
operation,  that  is  to  say,  there  is  an  exudate,  there  is  a  mass, 
there  is  sensitiveness  present,  and  such  cases  as  that  can  surely 
be  relieved  by  some  form  of  postoperative  treatment.  But 
I  do  not  think,  as  a  matter  of  routine,  we  would  be  justified  in 
adopting  these  measures — in  fact,  it  would  be  a  confession  on 
our  part  that  the  operative  measures  which  we  proposed  had 
been  insufficient  and  unsatisfactory. 

Dr.  Ford. — I  have  only  a  few  words  to  say.  My  paper  was 
intended  to  interest  the  members  of  this  specialty  in  treating 
those  disorders  which  are  not  yet  surgical;  in  other  words,  pre- 
vention in  the  early  treatment  of  simple  disorders  which  I  think 
can  be  accomplished  with  greater  satisfaction  by  skilled  men 
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than  by  those  who  have  not  given  this  subject  the  consideration 
that  it  deserves. 

I  want  to  say  a  word  or  two  in  regard  to  the  position  taken 
by  Dr.  Coe,  which  I  thoroughly  indorse.  I  have  lived  long 
enough  to  have  done  my  share  of  operative  work,  preceding  it 
with  a  long  preparation  with  hot  water,  tampons,  etc.,  which  I 
regard  as  tommy-rot.  It  seems  to  me,  if  we  are  going  to  do  an 
operation,  we  should  be  very  particular  with  the  preparation 
about  the  vagina  and  pelvis,  the  same  as  we  would  be  about  the 
abdomen,  and  then  operate  carefully.  If  this  is  done,  a  long 
preparatory  treatment  is  unnecessary,  and  the  sooner  a  woman  is 
operated  upon  after  she  has  made  up  her  mind  to  have  an 
operation  done,  the  better  it  is  for  her. 

Dr.  Mantox. — If  the  opinion  should  go  out  from  this  Society 
that  there  is  no  value  whatever  in  the  non-operative  treatment 
of  the  pelvic  diseases  of  women,  God  help  the  women  of  this 
country.  In  my  part  of  the  country  everj'thing  that  is  operable 
is  operated  on  by  some  men.  Every  small  lesion  of  the  cervix, 
every  case  of  mild  endometritis,  every  prolapsed  ovary,  every 
dislocated  uterus — everj'thing  that  is  operable  is  attacked.  I 
am  sure  that  there  is  not  a  single  Fellow  of  this  Society  but 
frequently  has  cases  under  his  care  that  have  been  operated 
upon  by  poorly  equipped  surgeons,  and  where  more  harm  than 
good  has  resulted.  The  main  point  in  my  paper  was  that  of 
honest  diagnosis.  There  are  operable  cases  and  cases  that  can 
be  cured  without  operation.  ■•"• 

Dr.  Goffe. — I  want  to  thank  Drs.  Vineberg,  Gordon,  and 
Currier  for  emphasizing  the  fact  that  local  treatment  meets  its 
best  indication  and  accomplishes  the  best  results  in  acute  con- 
ditions. After  operation  there  is  danger  of  these  acute  condi- 
tions, and,  therefore,  the  treatment  is  logically  indicated  as 
a  prophylactic. 

In  regard  to  the  hot  douche  mania,  referred  to  by  Dr.  Gordon, 
I  do  not  quite  agree  with  him.  I  do  not  stop  hot  douches,  but 
instruct  my  patients  hoiv  they  are  to  be  taken.  The  bad  results 
of  hot  douches  are  due  to  the  fact  that  they  are  not  properly 
used.  One  woman  uses  a  small  douche  bag  that  holds  one  or 
two  quarts;  she  does  not  have  the  water  at  the  right  tempera- 
ture, and  it  produces  congestion.  The  point  should  be  empha- 
sized constantly  that  a  large  quantity  of  water  is  a  necessity. 
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For  instance,  the  douche  bag  should  contain  a  gallon  ;  in  urgent 
cases  it  should  be  refilled  two  or  three  times  ;  the  virtue  is  in 
the  heat,  but  it  must  be  continued  for  a  long  time  in  order  to 
get  results.  A  short  warm  douche  for  cleanliness  and  a  long- 
continued  hot  douche  for  congestion  always  give  good  results, 
and  neither  does  any  harm,  if  not  repeated  at  too  frequent 
intervals. 


BATHING  DURING  THE   MENSTRUAL  PERIOD. 

By  J.  Clifton  Edgar,  M.D., 
New  York  City. 


In  my  practice  fcr  some  years  past  I  have  found  myself 
compelled  to  test  the  value  of  the  traditional  belief,  of  both 
profession  and  laity,  that  it  is  ad^•isable  to  omit  bathing 
during  the  menstrual  period. 

The  avoidance  of  bathing  during  this  time  has  come  down 
to  us  from  Biblical  times,  and  in  the  Mosaic  code  of  hygiene 
in  the  Old  Testament  will  be  found  very  definite  rules  upon 
that  practice;  but  it  would  appear  from  the  inquiries  that  I 
have  made  as  a  basis  for  the  present  paper  that  very  hazy 
notions  exist  upon  the  subject  not  only  among  Christian 
physicians,  but  also  among  those  who  consider  themselves 
Orthodox  Hebrews  in  belief  and  practice.  Customs  among 
primitive  people  in  regard  to  the  bath  during  the  menstrual 
period  are  much  the  same  as  those  generally  in  vogue  among 
the  women  of  our  civilization.  As  a  rule,  the  full  bath  is 
customary  and  required  by  religious  law  after  the  period; 
among  some  peoples  upon  the  cessation  of  the  flow;  among 
others  not  until  the  termination  of  the  period  of  menstrual 
uncleanUness,  which  is  usually  about  twice  the  number  of 
days  of  the  bloody  flow.  All  primitive  people  have  in  their 
rehgious  teaching  the  behef  of  uncleanhness  during  the  flow, 
and  this  to  an  extreme  degree,  necessitating  isolation,  and 
forbidding  all  contact  with  their  fellows,  thus  causing  an 
enforced  rest. 

Somewhat  less  strictly  is  the  isolation  observed  during 
the  period  of  partial  uncleanhness  for  four  or  five  days  more. 
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and  this  last  period  is  terminated  by  the  bath.  Sometimes 
this  bath  is  customary  when  the  flow  ceases  at  the  end  of  the 
period  proper.  The  Talmud  orders  the  Jews  to  wash  when 
the  flow  ceases,  and  not  until  thoroughly  cleansed  is  the 
dip  or  full  bath  permitted.  Among  some  of  the  African 
tribes  the  bath  is  not  taken  until  the  tenth  day,  after  five 
days  of  complete  and  five  of  partial  uncleanliness.  Special 
attention  should  be  directed  to  the  custom  of  the  Hindoos 
and  Jews,  who  demand  a  cleansing  by  washing  in  warm 
water  before  the  bath,  thus  securing  a  more  thorough  puri- 
fication. 

In  the  consideration  of  this  subject  several  questions  sug- 
gest themselves  to  us,  namely: 

1.  The  advisability  of  bathing  of  any  description  during 
the  menstrual  period  and,  if  at  all,  to  what  extent? 

2.  The  use  of  the  bath  in  dysmenorrhea. 

3.  The  use  of  Nauheim  or  other  chemical  baths  or 
hydriatic  procedures. 

4.  The  risk  of  infection  of  the  endometrium  in  intra- 
menstrual  tub  bathing. 

5.  The  influence  of  modern  athletics  on  women  lessening 
the  risk,  if  any,  of  intramenstrual  bathing. 

These  questions  in  the  form  of  a  circular  letter  I  have 
submitted  to  the  members  of  the  American  Gynecological 
Society,  the  New  York  Clinical  Society,  the  New  York 
Obstetrical  Society,  and  others,  from  whom  one  hundred 
and  twenty-two  acknowledgments  have  been  received. 
The  superintendents  of  four  of  the  largest  training  schools 
for  nurses  in  New  York  City  have  also  been  questioned  upon 
the  subject,  as  well  as  the  resident  trained  nurse  or  medical 
officer  of  several  colleges  for  women. 

It  may  be  well  at  this  point  to  state  that  my  definition  of 
a  cold  bath  is  one  with  a  temperature  of  75°  or  under;  a 
temperate  bath  of  75°  to  85°;  a  tepid  bath  of  85°  to  92°,  and 
a  warm  or  hot  bath  of  90°  to  105°. 
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1.    THE     ADVISABILITY     OF     BATHING     OF     ANY     DESCRIPTION 

DURING    THE    MENSTRUAL    PERIOD    AND,    IF   AT 

ALL,    TO    WHAT   EXTENT. 

During  the  past  ten  years  certain  physicians,  both  in  this 
country  and  abroad,  but  especially  on  the  Continent  of 
Europe,  have  come  out  in  favor  of  bathing  during  menstrua- 
tion, and  the  present  study  and  inquiry  has  been  undertaken 
in  order,  if  possible,  that  we  may  formulate  some  safe  con- 
clusions, and  to  obtain  the  opinion  prevalent  among  the 
physicians  throughout  this  country  upon  the  subject.  That 
many  contradictory  statements  exist  is  clearly  shown  in  the 
following  half-dozen  abstracts  taken  from  foreign  literature 
and  from  answers  to  my  circular. 

Schauta,'  of  Vienna,  ad\-ises  against  both  warm  and  cold 
baths,  he  claiming  that  the  former  promote  while  the  latter 
suppress  the  hemorrhage. 

Kisch^  states  that  as  a  general  rule  bathing  during  men- 
struation should  be  forbidden.  Exceptions  are  to  be  made, 
however,  in  special  cases  only  in  which  scanty  menstruation 
may  be  treated  by  carbonic  acid  baths,  which  bring  about  an 
increase  of  the  physiologic  congestion  of  the  ovaries. 

Glax,  J.,'  writing  in  1900,  states  that  bathing  of  any  sort 
is  never  justifiable  during  menstruation,  but  admits  that  the 
simple  warm  bath  may  be  harmless. 

Fehling,^  in  his  work  on  gynecology,  states  that  cold  baths 
during  menstruation  are  dangerous,  by  causing  suppression 
and  unpleasant  congestive  disturbances.  Warm  baths  may 
sometimes  produce  a  similar  result,  and  when  there  is  a 
tendency  to  hemorrhage  they  may  increase  the  hemorrhage. 
Lukewarm  baths  need  only  be  discontinued  during  the  time 

'  Lehrbuch  d.  ges.  GynakoL,  1896,  p.  106. 

'  Radecureu  bei  weiblichin  sexualerki,  Enoyclopadie  d.  Geb.  u. 
Gynak.,  p.  100. 

'  Lehrbuch  d.  Balneotherapie,  1900,  ii.,  p.  284 
*  Lehrbuch  d.  Frauenkrank.,  1900,  p.  143. 
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of  maximum  hemorrhage.  After  the  discharge  has  become 
a  mere  bloody  mucus  bathing  may  be  resumed. 

Grenell,'  writing  in  1891,  stood  for  the  permission  of  bath- 
ing throughout  the  entire  course  of  menstruation,  provided 
it  was  appHed  according  to  correct  hydriatic  principles.  He 
had  never  seen  the  slightest  physiologic  disturbance  result- 
ing. 

AVinternitz,''  writing  in  1890,  permitted  general  bathing 
and  hydriatic  procedures  up  to  the  beginning  of  the  men- 
strual period,  but  after  the  latter  had  begun  they  could  be 
continued  only  when  the  indication  was  urgent,  as  in  typhoid 
fever.  Winternitz  had  never  seen  any  real  disadvantage 
follow  bathing  during  menstruation.  Exceptionally  cessa- 
tion of  bleeding,  backache,  and  uterine  and  ovarian  colic 
were  observed. 

Honzell,  G.,*  in  1895,  published  his  investigations  con- 
cerning 123  fisherwomen.  He  found  that  the  wading  in 
ice-water  was  often  accompanied  by  normal  painless  men- 
struation, provided  that  the  women  had  become  accustomed 
to  it,  and  that  sea  baths  among  these  people  could  be  taken 
from  puberty  to  the  menopause  without  ill  results. 

An  analysis  of  the  one  hundred  and  twenty-two  answers 
received  to  this  question  reveals  the  fact  that  no  less  than 
one  hundred  and  thirteen  correspondents  either  ad%ase  or 
sanction  some  form  of  bathing  during  the  menstrual  period. 
In  a  few  instances  this  is  limited  to  the  last  day  of  the  period, 
or  is  restricted  to  mere  cleansing  of  the  vulva  when  the 
napkins  are  changed,  etc.  In  the  vast  majority  of  cases 
bathing  means  actual  baths  in  some  form  during  the  men- 
strual period.  A  few  who  favor  bathing,  per  se,  omit  it  on 
the  first  day  or  so  of  the  period. 

'  Ueber  die  Wassercur  wahrend  der  Menstruations-periode,  Ueber- 
setzt  von  Spoerl-Gamma,  Eriangen,  1891. 

'  Die  Hydrotherapie  auf  physiol.  v.  klin.  Grundlage,  1S90,  i.,  p.  493. 

'  On  the  Influence  of  Sea  Baths  on  Menstruation.  Ann.  de  Gvnecol. 
et  d'Obstet.,  1894,  No.  12. 
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But  nine  of  the  correspondents  put  themselves  on 
record  as  opposed  to  bathing  under  any  ordinary  circum- 
stances. 

In  regard  to  the  character  of  the  bathing  sixty-three,  or 
over  one-half,  permit  only  local  baths,  this  term  comprising 
ordinary  sponging  of  the  surface.  Within  these  Hmits  we 
find  every  shade  of  opinion.  Some  permit  only  such  bathing 
as  is  concerned  with  cleanliness  proper,  as  face,  hands,  feet, 
genitals,  armpits,  etc.  The  majority,  however,  seem  to 
mean  an  ordinary  sponge  bath  as  distinguished  from  a  tub 
bath.  This  class  of  sixty-three  cases  may,  therefore,  be 
understood  to  mean  anything  short  of  a  tub  bath. 

Thirty-three  correspondents  sanction,  in  addition  to  local 
sponging,  the  use  of  the  tub. 

In  regard  to  the  temperature  of  the  water  a  large  majority 
of  reporters — eighty-seven — specify  that  only  warm  or  luke- 
warm (a  few  speak  of  hot)  water  is  to  be  used,  whether  the 
bath  be  local  or  full. 

In  eighteen  replies  cool  or  cold  water  is  sanctioned  if  the 
woman  is  accustomed  thereto,  and  in  twelve  others  the  use  of 
any  form  of  bath  to  which  the  woman  is  addicted,  or  for 
which  she  had  a  natural  preference,  is  sanctioned.  This 
means  that  thirty  correspondents  see  no  objection  in  a  woman 
having  a  cool  or  cold  bath,  provided  she  was  used  to  it  and 
derived  no  ill  consequences. 

In  regard  to  the  time  for  bathing  it  is  natural  that  the  great 
majority  recommend  the  same  course  throughout  the  period 
(seventy-six  reports).  A  small  number  (twenty-five),  while 
recommending  bathing  as  a  general  proposition,  seem  to 
qualify  this  by  the  statement  that  the  end  rather  than  the 
beginning  is  the  preferred  time.  In  other  words,  they  seem 
to  deem  it  wise  to  refrain  from  bathing  during  the  first  day 
or  two  of  the  flow.  The  very  few  (three)  who  recommend 
bathing  at  the  beginning  rather  than  the  end  of  the  period 
were  probably  thinking  of  therapeutic  baths  for  dysmenorrhea. 
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2.    THE    USE    OF    BATHS  IN    DYSMENORRHEA. 

In  regard  to  special  hydriatic  procedures  or  therapeutic 
baths  for  dysmenorrhea  we  find  that  seventy-six  correspond- 
ents recommend  them.  In  the  great  majority  the  hot  sitz  or 
foot  bath  was  recommended.  A  few  mention  hot  full  baths, 
and  in  a  particular  class  of  cases  these  baths  are  advised  just 
before  and  during  the  onset  of  the  flow.  Some  would  use 
the  hot  bath  until  a  free  flow  is  established  and  pain  ceases. 
The  remainder — about  one-third  of  the  correspondents — 
apparently  see  no  efficacy  in  baths  for  dysmenorrhea. 

3.    THE    USE    OF    NAUHEIM    OR    OTHER    CHEMICAL    BATHS    OR 
H'i'DRIATIC     PROCEDURES     DURING     MENSTRUATION. 

Makawejeir,  J.,'  reported  that  twenty-six  women  with 
normal  genitals  and  normal  menstruation  suffered  no  ill 
results  from  the  mineral  baths  of  Staraza  Ruska  (85.4°  F.) 
(28°  R.),  the  menstruation  being  unaffected,  while  in  thirty- 
one  women  with  abnormal  menstruation  not  dependent 
apparently  upon  structural  disease,  the  action  of  bathing 
upon  the  menstrual  function  was  distinctly  favorable. 

Keller,  H.,^  1897,  has  frequently  noticed  in  the  course  of 
simple  warm  brine  baths  that  menstruation  went  on  as  usual. 
Nevertheless,  he  ad\'ised  that  treatment  should  be  omitted 
for  from  three  to  five  days  corresponding  to  the  period,  in 
order  that  the  mental  and  bodily  exhaustion  or  irritability 
be  not  augmented,  and  no  opportunity  furnished  for  catch- 
ing cold. 

Loebel,'  1896,  states  that  moor  baths  (mud  baths)  may  be 
continued  during  menstruation  when  strictly  indicated,  and 

'  Mineralbader  zur  Zeiten  unci  pathologischen  Menstruation.  Zeit- 
schrift  f.  Geburts.  u.  Gynakol.,  xxv.  p.  77. 

'  Die  Menstruation  und  Bedeutung  f.  Curproceduren.  18  Versamml. 
d.  balneol.  Gesell.,  1897. 

'  Die  Menstruation  in  der  Balneotherapie.  19  Versamml.  d.  balneol. 
GeseU.,  1896. 
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that  they  may  even  then  exert  a  favorable  influence  upon 
gynecologic  affections. 

Dr.  Richard  Fischel/  1903,  in  a  review  of  these  citations 
and  the  literature  of  the  subject,  claims  that  the  problem 
has  never  been  submitted  to  a  special  and  exact  clinical  inves- 
tigation. He  therefore  determined  to  test  in  this  respect 
thermically  indifferent  fresh  water  baths,  and  brine  baths 
with  addition  of  iodins,  upon  the  prostitute  material  of  his 
clinic.  All  servant  girls  and  prostitutes  with  venereal  dis- 
ease who  were  found  to  be  free  from  gynecologic  affec- 
tions, and  at  most  had  only  a  history  of  slight  dysmenorrhea, 
were  subjected  to  the  test.  Although  the  material  was 
very  large,  a  relatively  small  number  were  suitable  for  the 
experiment.  Other  women  patients  could  not  be  controlled 
for  these  tests.  In  a  first  series  of  twelve  cases  the  patients 
took  general  baths  of  aqueduct  water  at  64.1°,  88. .5°  F. 
(21°,  29°  R.).  In  the  second  of  twelve  cases  the  iodid  baths 
were  used,  from  100  to  125  grains  of  salt  being  added  to  each 
bath.  The  baths  were  given  at  7  a.m.  and  11  a.m.,  respec- 
tively, and  the  girls  were  then  put  to  bed  to  prevent  catching 
cold.  The  management  also  differed  from  that  used  in  ordi- 
nary routine  in  other  respects.  Thus  these  patients  were  not 
permitted  to  leave  their  rooms  during  the  hospital  sojourn 
treatment. 

Of  the  first  series  but  two  of  the  twelve  cases  showed  any 
influence  upon  menstruation.  These  two  appeared  to  show 
a  shortening  of  the  period  as  compared  with  pre%ious  men- 
struation. The  differences,  however,  were  slight,  and  may 
have  been  due  to  errors  of  computation.  In  a  few  cases 
slight  bearing-down  pains  in  the  abdomen  were  mentioned. 
Actual  suffering,  however,  was  absent.  In  three  cases  the 
period  seemed  to  come  on  ahead  of  time,  and  in  one  case 
it  was  retarded.    Tampons  were  used  and  were  weighed  in  all 

'  The  Thermically  Indifferent  Bath  during  Menstruation,  with 
Special  Reference  to  the  lodin  Salt  Baths  of  Bad  Haller.  Prague 
med.  Wochen.,  Maj'  7,  1903. 
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cases,  and  in  but  one  was  evidence  thus  obtained  that  an 
increase  of  hemorrhage  had  occurred. 

In  the  second  series  of  cases  (iodized  brine  baths)  one 
woman  had  her  menses  cease  during  the  first  day  of  the 
period.  The  baths  were  continued,  however,  and  menstrua- 
tion ceased  on  the  third  day,  if  the  girl's  word  could  be  taken 
that  she  always  menstruated  five  days.  In  both  these  cases 
the  baths  were  begun  during  menstruation,  but  in  two 
other  cases  in  which  the  first  bath  was  taken  in  the  midst  of 
menstruation  no  such  result  was  obtained.  In  one  case  of 
the  second  series  the  menses  were  retarded.  In  another, 
after  apparent  normal  cessation  of  menses,  a  slight  secondary 
hemorrhage  supervened  two  days  later,  the  baths  having 
been  continued. 

In  two  cases  the  dysmenorrhea  was  entirely  relieved,  once 
by  sitz  and  once  by  full  baths. 

Generally  speaking,  no  bad  results  were  noticed  in  either 
series.  In  one  case  in  Series  I.  the  patient  was  tested  again 
two  years  after  her  first  baths  without  any  bad  results.  Dur- 
ing the  interval  she  bad  been  quite  free  from  menstrual 
disturbances. 

Fischel's  conclusion  from  these  experiments  is  that  scruples 
against  bathing  during  menstruation  are  not  borne  out  by 
facts. 

The  answers  received  in  my  circular  to  this  question  seem 
to  show  that  the  query  in  regard  to  Nauheim  or  mineral 
baths  was  evidently  not  fully  comprehened  by  many  re- 
porters, and  but  fifty-five  definite  answers  were  received. 
Of  this  number  thirty  thought  that  the  baths  were  contra- 
indicated  during  the  menses,  while  the  other  twenty-five 
gave  chiefly  a  qualified  assent,  i.  e.,  if  the  conditions  of  tem- 
perature, duration,  habits,  etc.,  were  favorable,  the  baths 
might  be  permitted.  Several  state  that  in  typhoid  fever  no 
account  is  taken  of  menstruation  when  hydriatic  measures 
are  considered  necessary. 

A  physician  in   active  practice  at  the   Hot  Springs  of 
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Arkansas  writes  me  "that  baths  during  the  entire  menstrual 
period  are  not  contraindicated  in  certain  well-chosen  cases, 
but,  on  the  contrary,  are  beneficial." 

A  physician  at  the  Mount  Clemens  Hot  Sulphur  Baths  of 
Michigan  states  in  answer  to  my  questions  that  "he  allows 
any  rheumatic  patient  with  normal  menstruation  to  take  the 
sulphur  baths  regardless  of  menstruation." 

For  several  years  past  I  have  permitted  patients  to  con- 
tinue through  the  menstrual  period  the  carbonate  iron  baths 
of  St.  Moritz,  with  the  clear  understanding  that  there  shall 
be  no  chilling  of  the  surface  after  the  baths. 

4.    THE  RISK  OF  INFECTION  OF  THE  ENDOMETRIUM    IN  INTRA- 
MENSTRUAL    BATHING. 

The  experiments  of  Winternitz  appear  to  prove  that  the 
water  in  an  ordinary  tub  bath  does  not  enter  the  normal 
vagina.  His  experiments  consisted  in  the  use  of  color  re- 
agents, such  as  iodin  and  starch.  A  tampon  soaked  with 
a  starch  solution  was  packed  into  the  upper  part  of  the 
vagina,  and  the  bath  water  was  impregnated  with  iodin. 
In  none  of  his  experiments  could  a  positive  reaction  be 
obtained.  On  the  other  hand,  the  experiments  of  Sticker' 
and  Strogan"  prove  beyond  question  that  in  the  latter  part 
of  pregnancy  of  both  primigravidae  and  multigravidse  water 
from  an  ordinary  tub  bath  readily  penetrates  as  far  as  the 
cervical  canal.  But  one  can  readily  understand  how  this 
could  happen  when  the  shortening  of  the  vagina  and  gaping 
of  the  vulva  in  the  last  days  of  pregnancy  are  taken  into 
account.  At  the  present  we  have  no  experimental  proof 
that  water  penetrates  the  cervical  canal  in  intramenstrual 
tub  bathing. 

In  regard  to  the  risk  of  infection  from  tub  bathing  seventy- 
five  reporters  to  my  circular  could  see  no  danger  save  under 

>  Centralbl.  f.  Gynakologie,  March  2,  1901. 
'  Ibid.,  February  9.  1901. 
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some  unusual  conditions,  as  when  polluted  water  was  used. 
There  were  thirty-three  reports  which  admitted  the  presence 
of  a  certain  risk.  No  one  seemed  to  know  of  any  special 
cases. 

In  other  words,  about  three-fifths  feel  safe  to  state  offhand 
that  there  is  no  danger,  or,  at  most,  only  a  nominal  one.  The 
other  two-fifths  do  not  recognize  any  great  danger,  but  are 
not  quite  satisfied  to  say  so  without  some  quahfication,  as, 
for  example,  that  there  is  some  possibility  of  a  congestion 
of  the  pelvic  \'iscera  starting  up  a  latent  infection,  and  that 
there  is  also  some  risk  from  dirty  water,  sponges,  wash- 
cloths, etc. 

I  firmly  believe  that  there  is  a  distinct  risk  of  infection  of 
the  uterus  in  both  intrapartum  and  intramenstrual  tub 
bathing.  Some  cases  of  early  puerperal  infection  in  prim- 
iparae  who  have  not  even  been  digitally  examined  can  be 
explained  on  no  other  grounds,  and  many  cases  of  pelvic 
inflammation,  of  salpingitis,  and  pelvic  adhesions  in  young 
girls  would  seem  to  depend  upon  no  other  source  of  infection. 

The  risk,  if  any,  of  uterine  infection  during  intramen- 
strual tub  bathing  can  be  avoided  by  the  substitution  of  the 
shower  for  the  tub  bath  until  after  the  active  hemorrhage  has 
ceased,  indicating  the  regeneration  of  the  menstrual  deciduus. 

5.      THE     INFLUENCE     OF     MODERN     ATHLETICS     ON     WOMEN 

LESSENING  THE  RISK,  IF  ANY,   OF  INTRAMENSTRUAL 

BATHING. 

As  far  as  my  study  and  inquiries  have  gone  I  can  find  no 
e\'idence  to  show  that  the  influence  of  modern  athletics  on 
women  lessens  the  danger  of  intramenstrual  bathing  directly, 
although  there  seems  no  doubt  but  that  it  does  indirectly  by 
strengthening  the  system  and  making  the  individual  more 
robust  and  less  easily  affected  by  conditions  which  would 
certainly  prove  injurious  to  the  more  sensitive  and  feeble. 

In  regard  to  athletics,  sixty-five  reporters  to  my  circular 
thought  they  enabled  a  woman  to  bathe  during  the  menses 
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with  more  immunity;  in  nearly  every  case  the  benefit  con- 
ferred was  indirect.  Twenty-three  other  reporters  saw  no 
connection  whatever  between  athletics  and  immunity  to 
bad  effects  of  bathing. 

The  advisability  of  at  least  the  same  frequency  if  not  the 
same  character  of  bathing  during  the  menstrual  period  as  at 
other  times,  on  both  hygienic  and  esthetic  grounds,  goes 
without  the  saying,  and  women  who  have  accustomed  them- 
selves to  daily  bathing  at  this  time  suffer  actual  physical 
discomfort  when  for  any  reason  the  bathing  is  interdicted. 

The  excretory  functions  of  the  cutaneous  glands,  but 
especially  of  the  axillse  and  vulva,  are  exaggerated  during 
menstruation,  giving  out  in  not  a  few  women,  offensive  odors 
which  common  decency,  if  not  hygiene,  demands  shall  be 
corrected  by  frequent  bathing  and  not  by  perfumes  and 
deodorizing  powders. 

Can  we  say  to  the  patient  who  appeals  to  her  physician 
for  some  rescue  from  the  prejudices  and  traditions  of  her 
mother  and  grandmother,  that  she  can  safely  continue 
through  her  menstrual  period  her  custom  of  bathing  and 
personal  cleanliness  that  has  been  her  habit  during  the  inter- 
menstrual month?  With  certain  limitations,  yes.  My  belief 
is  that  with  certain  distinct  exceptions  all  objections  against 
bathing  during  menstruation  emanate  from  tradition  and 
popular  fallacy,  and  can  be  answered  along  these  grounds 
alone. 

Further,  the  statement  that  the  use  of  the  bath  at  this  time 
is  all  a  matter  of  habit  and  can  be  acquired  by  gentle  pro- 
gressing, by  gradual  acquirement,  is  true  in  the  majority 
of  cases  of  healthy  women,  although  it  does  not,  of  course, 
hold  good  for  every  woman.  Menstruation  promptly  ceases 
in  some  individuals  if  only  cool  water  is  applied  to  the  exter- 
nal genitals,  with  others  even  if  cold  water  is  apphed  to  the 
body  or  face. 

My  inquiries  show  that  nurses  not  infrequently  suffer  from 
not  only  dysmenorrhea,  but  acute  suppression  and  pelvic 
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colic,  while  immersing  their  arms  in  cold  water  in  the  admin- 
istering of  cold  (75°  and  under)  baths  and  packs. 

In  my  practice  are  two  sisters,  both  married,  both  the 
mothers  of  several  children,  both  apparently  equally  strong 
and  healthy,  and  both  with  normal  menstrual  functions. 
The  elder  of  the  two  has  used  tub  baths  (tepid)  and  salt 
water  bathing  regularly  in  Long  Island  Sound  without  any 
regard  to  her  menstrual  periods.  The  younger  of  the  two 
has  repeatedly  attempted  to  do  the  same,  on  the  ad\dce  of 
the  elder,  and  each  attempt  has  been  followed  by  ^cute  sup- 
pression, pelvic  congestion,  and  ovarian  colic. 

In  the  past  five  years  several  cases  of  obstinate  amenor- 
rhea have  come  under  my  observation,  caused  by  the  attempt 
on  the  part  of  the  patient  to  disprove  the  popular  belief  that 
surf  bathing  cannot  be  enjoyed  with  impunity  during  the 
menstrual  period. 

Again,  the  teaching  that  whatever  the  habit  or  custom  of 
the  woman  in  bathing  during  the  intermenstrual  month  can 
be  safely  continued  during  menstruation  is  not  to  be  bhndly 
followed.  jNIy  observation  and  inquiries  would  indicate  that 
only  a  few  who  are  accustomed  to  a  daily  morning  "cold 
tub"  can  without  inconvenience  continue  this  during 
menstruation.  But,  on  the  other  hand,  I  find  that  the  daily 
routine  as  regards  the  "cold  tub"  can  be  returned  to  much 
earlier  during  the  flow  than  is  generally  the  custom,  say  on 
the  second  or  third  day.  I  find  that  miiny  follow  this  cus- 
tom, and  only  substitute  the  tepid  sponge  for  the  "cold  tub" 
on  the  first  and  second  day,  and  find  no  reason  to  regret  it. 

"Cold  tubbing"  throughout  menstruation  is  the  excep- 
tion among  Ainerican  women.  This  I  gather  from  my  cir- 
cular, and  from  the  statements  of  superintendents  of  training 
schools  for  nurses  and  health  officers  of  colleges  for  women. 

The  resident  trained  nurse  for  five  years  of  one  of  the 
largest  colleges  for  women,  with  seven  or  eight  hundred 
students  between  the  ages  of  seventeen  and  twenty,  informs 
me  that  only  a  few  of  this  number  are  accustomed  to  take 
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the  "cold  tub"  during  menstruation,  and  these  were  accus- 
tomed to  do  so  from  puberty.  It  was  the  custom  of  these 
girls  to  fill  the  tub  with  water  as  it  ran  from  the  cold  water 
faucet,  and,  jumping  into  the  water,  to  remain  there  one  or 
two  minutes.  In  these  exceptional  cases  there  was  no  dis- 
turbance of  menstruation  brought  to  the  attention  of  the 
health  officer  or  resident  trained  nurse  of  the  college. 

The  superintendent  of  one  training  school  for  nurses 
informs  me  that  many  nurses  on  entering  the  school  were 
not  accustomed  to  use  even  a  daily  "tepid  sponge"  during 
menstruation,  but  that  all  were  advised  so  to  do,  and  soon 
acquired  this  habit  in  response  to  the  demands  of  a  more 
thorough  personal  cleanliness,  and  that  a  few  omitted  their 
customary  "tub  bath"  only  for  the  first  or  second  day  of  the 
flow.  Practically  the  same  statement  was  made  by  the 
superintendent  of  two  other  training  schools. 

Another  superintendent  submitted  the  questions  of  the 
circular  to  twenty  of  the  nurses  in  the  school.  All  the  twenty 
were  in  the  habit  of  taking  once  or  twice  a  day  a  full  sponge 
bath;  several  took  sitz  baths  in  addition,  and  two  had  in- 
dulged in  surf  bathing  during  menstruation  without  attend- 
ant discomfort. 

The  superintendent  of  one  training  school  writes  me  that 
she  advises  the  pupil  nurses  to  take  a  full  sponge  bath  of 
fresh  tepid  water  every  morning  of  the  menstrual  flow,  and 
considers  that  by  so  doing  no  risks  are  run.  At  the  same 
time,  she  states,  she  does  not  consider  this  method  of  bathing 
sufficient  in  all  cases  for  personal  cleanliness,  but  still  she 
does  not  dare  advise  the  tub  or  shower. 

My  belief  is  that  the  woman  of  ordinary  strength  and  health 
is  able  to  bathe  during  menstruation,  follounng  certain  simple 
precautions,  not  only  without  any  injury  but  with  marked 
addition  to  her  personal  comfort  and  benefit  to  her  general 
health. 

I  have  never  known  anyone  injured  by  the  practice  as 
advised,  and  I  feel  sure  it  can  be  followed  with  safety. 


J.  CLIFTOX  EDGAR  293 

Although  I  beheve  in  the  risk  of  infection  of  the  uterus  in 
tub  bathing,  still  the  great  harm  obtained  is  by  chiUing  of 
the  surface  in  improperly  applied  baths. 

For  some  years  past  I  have  been  advising  bathing  at  this 
time  under  certain  limitations,  and  although  I  have  expe- 
rienced some  very  "unpleasant  quarters  of  an  hour"  with 
the  mothers  and  even  grandmothers  of  some  of  the  patients, 
still  I  have  had  no  reason  to  regret  the  practice. 

My  plan  has  been  in  cases  in  which  no  bathing  had  been 
the  custom,  and  where  prejudice  was  strong,  to  advise  the 
"tepid  sponge  bath''  once  or  twice  daily  during  every  day 
of  the  flow  for  one  or  two  menstrual  periods,  at  the  same  time 
insisting  that  the  temperature  of  the  bath-room  shall  be  such 
as  to  avoid  the  possibility  of  an  after-chilling  of  the  surface; 
also,  that  the  sponging  shall  be  rapid,  a  small  portion  of  the 
body  at  a  time,  followed  by  rapid  drying,  and  the  whole  pro- 
cedure carried  only  to  the  extent  necessary  for  cleanliness. 
At  the  next  or  second  succeeding  period  a  tepid  shower  or 
tepid  bath  is  allowed  after  the  flow  is  well  established,  say  on 
the  second  or  third  day,  always  with  the  same  precaution 
against  chilling  of  the  surface  and  only  to  the  extent 
necessary  for  cleanliness.  This  plan  is  then  thereafter  ad- 
hered to. 

Women  accustomed  to  a  daily  morning  cold  tub  or  shower 
during  the  intermenstrual  period  are  permitted  to  gradually 
and  cautiously  continue  the  practice  during  menstruation, 
beginning  its  use  on  the  last  day  of  one  menstrual  period  and 
using  it  one  day  earlier  each  successive  flow  until  the  third 
or  second  day  is  reached. 

The  cold  shower  or  tub  on  the  first  and  second  days  I  am 
accustomed  to  forbid,  substituting  the  tepid  sponge,  although 
I  know  of  instances  of  the  first  plan  where  apparently  no 
harm  results.  Thus  by  a  gradual  progression,  by  gentle 
changes,  avoiding  any  sxidden  change  in  the  custom  of  the 
individual,  the  habit  of  bathing  during  menstruation  can  be 
acquired  with  safety. 
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Surf  bathing  I  would  make  an  exception  in  all  cases,  and 
prohibit  it  on  account  of  the  exposure  with  its  attendant 
dangers  of  surface  chilling.  , 

CONCLUSIONS. 

1.  All  forms  of  bathing  during  the  menstrual  period  are 
largely  a  matter  of  habit,  and  usually  can  be  acquired  by 
cautious  and  gentle  progression,  but  not  for  every  woman 
does  this  hold  good,  and  surf  bathing  where  the  body  sur- 
face remains  chilled  for  some  time  should  always  be  excepted. 

2.  A  daily  tepid  sponge  bath  (85°  to  92°)  during  the 
menstrual  period  is  not  only  a  harmless  proceeding,  but  is 
demanded  by  the  rules  of  hygiene. 

3.  In  the  majority,  if  not  in  all  women,  tepid  (85°  to  92°) 
sponge  bathing  after  the  estabUshment  of  the  menstrual 
flow,  namely,  second  or  third  day,  is  a  perfectly  safe  practice. 

4.  Further,  in  most  women  the  habit  of  using  the  tepid 
shower  or  tub  bath  after  the  first  day  or  two  of  the  flow  can 
with  safety  be  acquired. 


DISCUSSION. 


Dr.  J.  Riddle  Goffe. — This  is  a  subject  in  which  I  have 
taken  great  interest  from  the  beginning  of  my  practice.  Cau- 
tiously, to  patients  who  would  receive  advice  kindly,  I  have 
advised  constant  bathing  during  the  menstrual  period  in  the 
following  way:  If  girls  or  women  were  in  the  habit  of  taking 
a  regular  tub  bath  every  morning,  either  hot  or  cold,  I  have 
inculcated  the  idea  that  it  was  wise  to  continue  these  through 
the  menstrual  period,  and  I  have  been  able  to  induce  a  large 
number  of  women  to  adopt  that  practice.  I  see  no  reason  why 
the  habit  of  life  should  be  changed  in  regard  to  bathing  because 
the  menstrual  period  has  come.  While  I  have  kept  no  accurate 
record  of  the  number  of  women  who  have  adopted  my  sugges- 
tion, I  have  yet  to  report  any  unpleasant  experience  from  so 
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doing,  and  I  know  a  great  many  have  followed  it.  I  have  also 
instructed  women  who  have  children  to  adopt  that  practice  with 
their  daughters,  saying  that  their  girls  ought  to  continue  it  even 
when  puberty  arrives  and  after  menstruation  has  become  estab- 
lished. It  has  alwaj's  seemed  to  me  that  if  there  is  any  time  in  a 
woman's  life  when  she  needs  to  be  cleanly  it  is  when  she  is  men- 
struating, as  we  know  at  that  time  the  glands  of  the  skin,  especially 
of  the  axillae  and  the  groins,  are  very  greatly  stimulated.  They 
excrete  probably  at  that  time  more  nitrogenous  detritus  from 
the  wear  and  tear  of  the  body  than  at  any  other  time,  and  there 
is  an  unpleasant  odor  about  most  women.  I  see  no  reason 
why  a  woman  should  cover  herself  with  perfume  and  carry 
attar  of  roses  in  her  underclothes  during  that  period  any  more 
than  we  should  cover  up  infection  by  deodorizers.  A  woman 
can  make  herself  by  frequent  baths  just  as  sweet  and  agree- 
able diu'ing  that  period  as  she  is  ordinarily,  and  I  believe  it  is 
the  proper  method  to  pursue. 

In  regard  to  dysmenorrhea,  I  have  obtained  most  satisfac- 
tory results  from  hot  tub  baths.  I  use  the  hot  tub  bath  con- 
stantly in  such  cases;  in  fact,  I  advise  that  treatment  more  than 
any  other  for  the  relief  of  dysmenorrhea.  It  is  perfectly  rational. 
The  pain  is  due  to  congestion,  abnormal  congestion,  and  if  we  can 
equalize  the  circulation  of  the  body  at  that  time  we  relieve  the 
congestion  and  allow  the  function  to  establish  itself.  I  instruct 
the  patient  to  take  a  hot  tub  bath  and  remain  in  it  for  a  sufficient 
length  of  time  to  start  a  good  perspiration.  Then  she  is  put 
to  bed,  covered  with  blankets,  allowed  to  perspire  for  twenty 
minutes,  and  then  the  covers  are  gradually  removed.  I  have 
obtained  very  prompt  and  gratifjdng  results  from  that  method, 
and  if  menstruation  does  not  establish  itself,  I  have  the  bath 
repeated.  I  deem  it  preferable  to  giving  drugs ;  it  is  more 
efficient  than  a  sitz  bath  or  foot  bath,  and  I  have  yet  to  see 
unpleasant  consequences  following  it. 

Dr.  William  H.  Baker. — I  think  the  whole  profession  is 
indebted  to  Dr.  Edgar  for  bringing  this  subject  before  us.  It 
is,  as  he  says,  largely  a  matter  of  tradition  and  habit,  and  I  am 
very  glad  in  his  conclusions  that  he  sounds  a  note  of  warning 
in  regard  to  the  limitations  of  bathing  during  menstruation, 
for,  as  he  says,  it  is  the  matter  of  habit  which  must  be  care- 
fully considered. 


296      BATHING  DURING  THE  MENSTRUAL  PERIOD 

De.  Seth  C.  Gordon. — When  questioned  by  women  and 
girls  as  to  whether  they  can  go  in  bathing  at  the  seashore  during 
menstruation,  I  have  invariably  answered  no — never  under 
any  circumstances. 

If  there  is  one  thing  that  is  valuable  in  relieving  dj-smenor- 
rhea  in  the  early  stages,  it  is  a  hot  bath,  and  I  mean  a  bath  as 
hot  as  the  patient  can  tolerate  it.  I  know  of  no  one  thing  that 
has  been  so  beneficial  as  that.  As  Dr.  Gofle  has  said,  it  relieves 
internal  congestion;  it  brings  the  blood  to  the  surface.  The 
patient  should  be  instructed  to  lie  in  the  hot  water  for  ten 
minutes  or  more.  AVhat  I  like  still  better  is  to  adopt  the  Swedish 
mode  of  giving  a  hot  bath,  that  is,  after  the  hot  bath,  let  the  hot 
water  partly  out  and  then  turn  the  cold  water  faucet  into  it, 
thus  cooling  it  off  gradually.  By  so  doing  the  skin  is  toned 
up  better  than  if  the  patient  is  given  a  hot  bath  and  then  goes 
to  bed.  As  a  means  of  relief,  it  is  very  much  superior  to  giving 
opiates  or  anything  of  that  sort.  I  have  found  it  invaluable  in 
the  cases  of  a  certain  class  of  girls  and  women.  As  to  the 
remainder  of  the  period,  I  always  advise  cleanliness  about  the 
axillae,  groins,  vulva,  and  external  parts  with  warm  water. 

Dr.  Henry  D.  Fry. — I  would  like  to  ask  Dr.  Gordon  whether 
this  bath  he  mentioned  produces  a  cure  of  the  dysmenorrhea, 
or  whether  it  is  simply  palliative,  and  is  to  be  kept  up  every 
month? 

Dr.  Gordon. — It  does  not  effect  a  cure,  but  affords  great 
relief  for  the  time  being. 

Dr.  Beverly  MacMonagle. — On  the  Pacific  coast,  when 
patients  ask  me  if  they  can  go  in  bathing  during  the  menstrual 
period,  I  invariably  tell  them  Yes.  Dr.  Gordon,  I  am  sorry  to 
learn,  does  not  let  them  go  in  bathing  in  the  Atlantic  Ocean. 
The  Pacific  Ocean  around  San  Francisco  and  Monterey  Bay 
is  colder  than  the  Atlantic  Ocean  is  during  the  summer  months, 
and  sometimes  the  temperature  of  the  water  will  be  as  low  as 
54°,  and  some  of  the  most  healthy  women  I  know  are  accus- 
tomed to  bathe  in  that  water  right  through  the  menstrual  period. 
I  was  first  struck  with  the  impunity  of  bathing  in  the  surf  by 
obser^^ng  the  women  in  Honolulu.  There  the  women  of  the 
Hawaiian  Islands  go  into  the  surf  every  day  all  the  year  round, 
sometimes  five  or  six  times  daily.  If  a  woman  feels  hot  and 
uncomfortable,  she  goes  in  and  lies  around  in  the  water.    The 
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water  is  much  warmer  than  it  is  with  us,  and  its  temperature 
is  more  uniform.  The  bottom  of  the  water  and  the  beach  are 
all  beautifully  white,  and  possibly  they  are  more  aseptic  than 
our  beaches  are.     I  cannot  say  definitely  as  to  that. 

Another  custom  of  the  women  of  Hawaii  is  to  go  in  bathing 
immediately  after  the  delivery  of  the  child.  Many  of  them  are 
delivered  out  in  the  open  air,  and  right  by  the  seaside,  and  after 
delivery  they  walk  into  the  sea  and  bathe  until  the  flow  ceases, 
and  they  come  out  feeling  entirely  comfortable.  One  would 
naturally  think  that  there  were  ulterior  consequences  about 
this  custom,  and  that  great  harm  would  follow  its  practice. 
The  Hawaiian  women,  as  many  of  you  know,  are  a  fine-look- 
ing set  of  women. 

In  Japan  the  Japanese  woman  does  not  let  any  blood  appear 
during  the  menstrual  period.  She  takes  a  douche  to  a  certain 
extent;  she  uses  water  to  cleanse  the  vulva;  she  uses  a  small 
tamponade  of  Japanese  paper  and  goes  about  her  work.  It  is 
a  well-established  fact  that  the  Japanese  are  a  healthy  people, 
and  that  they  have  got  strength  equal  to  the  women  of  Russia, 
although  Russia  is  governed  very  largely  by  the  same  conditions 
and  traditions  that  we  are. 

Let  us  ask  ourselves  the  question.  Why  is  it  more  healthy 
to  be  unclean  during  menstruation  than  it  is  at  other  periods? 
The  menstrual  flow  becomes  infected  after  it  leaves  the  body, 
doubtless,  but  during  the  time  it  is  in  the  vagina  the  peculiar 
secretion  of  the  vagina  renders  it  aseptic.  The  fact  that  aseptic 
water  enters  the  vagina  certainly  can  produce  no  effect  on  that 
secretion,  and  if  we  have,  as  it  is  claimed,  an  aseptic  region  about 
the  cervix  and  in  the  cervix,  we  have  the  parts  perfectly  pro- 
tected from  anything  that  may  enter  the  vagina  in  bathing, 
except  infection  of  some  kind,  and  that  can  easily  occur  from  a 
soiled  napkin  as  well  as  from  a  bath  or  bathing.  Some  women 
do  not  wear  napkins  during  menstruation,  and  by  so  doing 
they  avoid  infection  which  comes  from  them.  There  are  many 
sources  of  infection,  and  it  is  my  opinion  that  a  woman  is  no 
more  exposed  to  infection  by  taking  her  bath  in  the  surf  and  in 
a  good  clean  tub  and  taking  an  aseptic  douche,  if  necessary, 
during  menstruation,  than  she  is  in  going  about  her  daily  occu- 
pation, or  than  she  is  by  exposing  herself  to  infected  pads  or 
napkins  from  time  to  time. 
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Dr.  Edgar. — This  matter  of  bathing  during  menstruation 
was  brought  to  my  attention  about  two  years  ago,  at  which  time 
I  received  many  inquiries  from  patients  demanding  some  relief 
and  departure  from  the  usual  custom,  and  the  question  arose 
from  the  standpoint  of  athletics  more  particularly.  For.instance, 
a  woman  who  was  placing  golf,  demanded  more  general  clean- 
liness than  had  been  her  custom  or  than  she  had  been  taught 
to  observe.  I  took  the  stand  then  that  bathing,  with  ordinary 
precautions,  could  be  carried  out.  I  am  free  to  confess  that 
I  was  subjected  to  severe  criticism  from  more  than  one  family. 
There  were  several  daughters  in  one  family  on  Long  Island 
who  were  particularly  interested  in  athletics,  and  it  was  after 
this  criticism  very  largely  that  I  prepared  this  circular  letter 
and  sent  it  to  the  Fellows  of  the  Society  a  year  ago.  I  had  a 
definite  idea  regarding  the  matter  at  the  time,  and  the  answers 
received  were  practically  corroborative  of  my  belief,  namely, 
that  it  was  a  harmless  procedure  along  certain  lines  with  certain 
limitations. 

There  is  a  difference  of  opinion  regarding  salt-water  bathing. 
I  have  a  number  of  patients  who  bathe  in  the  waters  of  Long 
Island  Sound  with  comparative  impunity.  I  have  patients  along 
the  Jersey  coast  who  bathe  with  impunity  during  menstrua- 
tion; and  yet  some  of  my  patients  have  trouble  from  sup- 
pression or  dysmenorrhea  if  they  indulge  in  surf  bathing.  As 
I  said  in  my  paper,  every  woman  has  her  personal  equation;  she 
is  a  law  unto  herself.  I  referred  to  two  sisters,  one  of  whom  pays 
no  attention  to  menstruation  as  regards  bathing.  For  j'ears 
she  has  bathed  regularly  on  the  north  shore  of  Long  Island 
Sound.  It  is  still  water,  while  the  other  sister  has  been  seriously 
ill  a  number  of  times  by  following  her  example.  Both  are  in 
apparently  perfect  health. 

Regarding  infection,  I  do  not  think  there  is  much  risk  in  sea 
bathing.  However,  I  fully  believe  that  there  is  a  certain  risk, 
which  has  been  proved,  in  pregnancy;  water  can  enter  the 
cervix.  The  woman  can  have  a  raw  cervix  during  menstrua- 
tion, or  a  wound,  and  that  being  the  case,  there  is  a  possibility 
of  infection  from  that  source,  and  so  long  as  there  is  a  possi- 
bility I  believe  she  should  avoid  it,  if  possible. 


THE   NATURE   OF   THE   INDICATIONS   FOR 

OPERATION  FOR  FIBROID  TUMORS  OF 

THE  UTERUS. 


By  Charles  P.  Noble,  M.D., 
Philadelphia. 


It  is  my  desire  to  present  one  aspect  of  the  general  subject 
of  fibroid  tumors  of  the  uterus.  This  is  the  nature  of  the 
indication  for  their  removal.  In  1901  I  read  a  paper  before 
the  British  Gynecological  Society  upon  "The  Complications 
and  Degenerations  of  Fibroid  Tumors  of  the  Uterus  as 
Bearing  upon  the  Treatment  of  These  Growths.'"  ^^^len  I 
began  the  preparation  of  this  paper  I  felt  convinced  that 
the  classic  teachings  concerning  the  subject  were  very  faulty, 
but  I  did  not  realize  myself  until  my  own  material  had  been 
tabulated  and  analyzed  how  far  these  teachings  are  from 
representing  the  truth  concerning  these  tumors. 

Following  my  paper,  CuUingworth,^  Frederick,'  and 
Scharlieb^  have  reported  consecutive  series  of  cases  from 

'  British  Gynec.  Journ.,  1901,  vol.  ivii.,  No.  67,  p.  170;  Amer.  Joum. 
Obst.,  1901,  Tol.  xliv.,  No.  3,  p.  289. 

'  An  Analysis  of  100  Cases  of  Uterine  Fibromyoma,  in  which  the  Con- 
dition of  the  Tumors  and  the  Complications  to  wliich  they  had  Given  Rise 
were  Verified  by  Operation,  Joum.  Obstet.  and  Gynec,  British  Empire, 
1902,  vol.  i. 

'  A  Study  of  Uterine  Fibromyomata,  with  Especial  Reference  to  Their 
Degenerations  and  Complications  as  Furnishing  Reasons  for  Early  Opera- 
tions, Amer.  Gynec,  1902,  vol.  i.  p.  255. 

*  An  Analysis  of  100  Cases  of  Fibromyomata  Uteri,  Journ.  Obst.  and 
Gynec,  British  Empire,  1902,  vol.  ii.  p.  323. 
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their  own  practice,  and  Hunner'  and  ^IcDonald'  have 
reported  two  additional  series  of  consecutive  cases  in  which 
the  patients  were  operated  upon  for  fibroid  tumors.  My 
original  paper  has  been  followed  by  two  others'  reporting 
additional  cases.  In  this  way,  at  the  present  time,  there 
are  available,  983  cases  of  fibroid  tumors  from  which  an 
analysis  may  be  made  as  to  the  nature  of  the  degeneration 
and  comphcations  of  these  growths.  In  addition,  we  have 
a  group  of  205  cases  (making  1 ISS  in  all)  reported  by  Martin,* 
in  1888,  in  which  he  analyzes  the  degenerations  in  the 
tumors,  but  ignores  the  complications  met  in  his  series  of 
cases. 

The  following  table  represents  the  facts  which  are  now 
available  for  our  consideration: 

'  One  Hundred  Consecutive  Cases  of  Myoma  of  the  Uterus,  American 
Medicine,  1903,  vol.  \i.,  No.  2,  p.  55-57. 

'  Complications  and  Degenerations  of  Uterine  Fibromyomata,  Joum. 
Amer.  Med.  Assoc,  1904,  vol.  xlii.,  Ko.  21,  p.  1344. 

'  A  Study  of  the  Degenerations  and  Complications  of  Fibroid  Tumors 
of  the  Uterus  from  the  Standpoint  of  the  Treatment  of  These  Growths, 
American  Gynec.,  April,  1903  ;  The  Treatment  of  Fibroid  Tumors  of  the 
Uterus,  Jour.  Amer.  Med.  Assoc,  1904,  vol.  xlii..  No.  21,  p.  1350. 

*  Centralblatt  fiir  Gynakologie,  1888,  p.  389. 
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Table  OF  THE  Degenerations  AND  Complications  in  a  Series  of  118S 

Cases  op  Fibroid  Tumors  Operated  upon  by  Martin,  Noble, 

cullingworth.  frederick,  scharlieb.  and  in  a  series 

Reported  by  Hunner  and  by  McDonald. 


Carcinoma  of  the  corpus  uteri  .... 

Epithelioma  of  the  cervix  uteri       .... 

Epitheliomatous  infiltration  of  fibroid  tumor  ari.sing 
from  adenocarcinoma  of  the  corpus  uteri  by  meta- 
plasia ......... 

Sarcoma  ......... 

Chorioepithelioma  ....... 

Myxomatous  degeneration        ..... 

Cystic  degeneration  of  tumor  ..... 

Edema  of  tumor      ....... 

Calcareous  infiltration  of  tumor      .... 

Kecrosis  of  tumor'  ....... 

Twisted  pedicle,  pedunculated  tumor 

Intrali'j;amentous  development  of  fibroid 

Subvesical  development  of  fibroid   .... 

Hyaline  degeneration  of  tumor        .... 

Hyaline  degeneration  and  calcareous  infiltration 

Adenomyoiiia  ........ 

Hemorrhagic  degeneration  of  tumor 

Fatty  degeneration  of  tumor   ..... 

Procidentia  uteri     ....... 

Retroversio  uteri     ....... 

Pregnancy        ........ 

Ectopic  pregnancy  ....... 

Ectopic  pregnancy,  salpingitis,  hydrosalpinx    . 

Dermoid  cyst,  bilateral ;  umbilical  hernia 

Dermoid  cyst ;  suppurating  sinus  through  abdomi- 
nal wall        ........ 

Dermoid  cyst  with  twisted  pedicle   .... 

Dermoid  cyst 

Ovarian  cyst    ........ 

Ovarian  cyst  with  twisted  pedicle     .... 

Ovarian  cyst,  suppurating 

Ovarian  cyst,  bilateral 


Cases. 

Per  cent 

29 

2.4 

12 

1 

1 

22 

1.8 

% 

0.16 

44 

3.7 

40 

3.3 

11 

0.92 

26 

2.1 

67 

5.6 

3 

0.25 

34 

2.9 

2 

0.16 

69 

5.8 

8 

0.67 

8 

0.67 

10 

0.84 

7 

0.59 

5 

0.42 

4 

0.33 

1 

3 

0.26 

0.16 

3.9 

0.16 

0.16 


'  Both  CuUingworth  and  Scharlieb  rejected  cases  of  fibroid  polyps  re- 
moved per  vaginam,  on  the  ground  that  no  one  disputes  that  these  tumors 
should  be  removed.  Had  they  been  included,  the  percentage  of  cases  of 
necrosis  would  have  been  greater. 
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Cases.  Per  cent. 

Ovarian  cyst,  unilateral  ......     22  1.8 

Cystic  degeneration  of  ovaries  .         .         .         .78  8.4 

Calcification  of  ovary 1 

Ovarian  fibroma      .         .         .         .         .         .         .       3  0.25 

Ovarian  carcinoma  .         .         .         .         .         .         .       2  0  16 

Papillary  carcinoma  of  both  ovaries         ...       1 
Hematoma  of  ovary         ......       1 

Parovarian  cyst .       7  0.59 

Broad  ligament  cyst 2  0.16 

Abscess  of  ovary      .......       1 

Abscess  of  ovary,  .single  ......       6  0.42 

Abscess  of  ovary,  doable  .         .         .         .         .2  0.16 

Tubo-ovarian  absce.ss .2  0.16 

Pyosalpinx 11  0.92 

Pyosalpinx,  bilateral 11  0.92 

Pjosalpinx,  unilateral      ......       9  0.75 

Pyosalpinx  Willi  tuboovarian  abscess      .         .         .2  0.16 
Abscess  of  broad  ligament        .         .                  .         .       1 

Hematosalpinx 2  0.16 

Hydrosalpinx  .......     25  2.1 

Hydrosalpinx,  bilateral  .         .         .         .         .         .15  1.2 

Hydrosalpinx,  unilateral  .....      18  1.6 

Hydrosalpinx  and  tubo-ovarian  abscess    ...       1 

Salpintcitis 46  3.9 

Salpingitis,  bilateral         .         .         .         .         .         .2  0.16 

Salpingitis,  unilateral 10  0.84 

Salpingitis  and  hydrosalpinx  .....       3  0.25 

Salpingitis  and  tubo-ovarian  abscess         ...       3  0.25 

Fibroma  of  Fallopian  tube 1 

Papilloma  of  appendages 1 

Appendicitis .14  1.1 

Ventral  hernia 1 

Umbilical  hernia     .         .         .         .         .         .         .3  0.26 

Carcmoma  of  umbilicus  ......       1 

Tuberculous  peritonitis    ......       1 

Universal  adhesions        ......       4  0.33 

Adhesions  to  viscera        ......       6  0.5 

Adhesions  to  tumor 5  0.42 

Varicose  veins  of  pelvis  ......       4  0.35 

Thrombosis  of  veins  of  lower  extremities        .         .2  0.16 

Total 795 
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Especial  attention  is  called  to  the  relative  frequency  of 
aflenocarcinoma  of  the  body  of  the  uterus  as  compared  with 
epithelioma  of  the  cervix.  In  women  not  the  subjects  of 
fibroid  tumor  epithelioma  of  the  cervix  is  about  four  times 
as  frequent  as  adenocarcinoma  of  the  corpus,  therefore,  for 
the  29  cases  of  carcinoma  of  the  corpus  uteri  there  should 
have  been  about  116  cases  of  epithelioma  of  the  cervix, 
whereas  there  were  but  12.  So  marked  a  divergence  from 
the  usual  ratio  is  a  striking  fact,  and  makes  the  deduction 
a  rational  one  that  fibroid  tumors  exert  such  an  influence 
upon  the  nutrition  of  the  uterus  as  to  predispose  to  the 
development  of  cancer  of  the  corpus. 

The  foregoing  series  of  complications  and  degenerations 
is  presented  as  showing  what  was  found  in  1188  women 
operated  upon  for  fibroid  tumors.  Naturally  it  is  not 
claimed  that  many  of  the  complications  were  caused  by  the 
presence  of  the  fibroid  tumors,  but  merely  that  they  existed 
as  complications. 

It  seems  to  me  clear  that  a  careful  consideration  of  the 
facts  presented  in  this  table  should  convince  anyone  with 
an  open  mind  that  the  classic  teachings  concerning  fibroid 
tumors  are  erroneous.  I  need  scarcely  remind  you  that , 
this  teaching  is  that  fibroid  tumors  of  the  uterus  are  benign 
growths  which  usually  produce  but  few  symptoms,  and 
which,  after  the  menopause,  undergo  retrogressive  changes, 
becoming  smaller  or  disappearing;  that  the  chief  danger 
of  fibroid  tumors  consists  in  the  fact  that  at  times  they 
cause  hemorrhages  from  the  uterus,  and  that  rarely  they 
cause  trouble  because  of  their  size  or  because  of  pressure 
upon  adjacent  viscera. 

How  far  this  teaching  comes  from  representing  the  facts 
contained  in  the  foregoing  table!  An  analysis  of  the  1188 
cases  contained  in  the  foregoing  table  shows  that  because 
of  the  degenerations  in  the  tumors  about  16  per  cent,  of 
the  women  would  have  died  without  operation.  About  18 
per  cent,  would  have  died  from  the  complications  present. 
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In  addition  to  this  it  is  well  known  that  a  certain  percentage 
would  have  died  from  intercurrent  diseases  brought  about 
by  the  chronic  anemia  present  in  many  of  the  cases  and 
by  injurious  pressure  from  the  tumors  upon  the  alimentary 
canal  and  urinary  organs;  in  other  words,  that  at  least  a 
third  of  the  women  having  fibroid  tumors,  as  shown  by 
the  foregoing  table,  would  have  died  had  they  not  sub- 
mitted to  operation. 

I  need  not  remind  the  profession  that  the  classic  teaching 
concerning  the  disappearance  of  fibroid  tumors  after  the 
menopause  is  largely  erroneous.  It  is  well  known  that  many 
fibroid  tumors  grow  more  rapidly  after  the  menopause  than 
before  it,  and  the  analysis  of  the  cases  contained  in  these 
tables  shows  that  fibroid  tumors  after  the  menopause  are 
at  least  as  liable  to  degenerations  and  complications  as 
before  it. 

It  is  a  classic  statement  that  many  women  ha\'ing  fibroid 
tumors  of  the  uterus  live,  and  die  from  other  causes,  and 
remain  in  ignorance  of  the  presence  of  the  tumor.  This  is 
a  statement  which  is  not  based  upon  evidence,  and  until 
such  e\adence  shall  be  produced  it  is  my  opinion  that  it 
represents  the  truth  in  a  very  small  minority  of  cases.  Women 
having  fibroid  tumors,  as  a  rule,  are  sick  women,  suffering 
either  from  the  fibroid  tumors  themselves  or  from  various 
complications  which  are  so  common  in  the  general  group 
of  women  having  fibroid  tumors.  The  fact,  that  of  1188 
women  suffering  from  fibroid  tumors  of  the  uterus,  operated 
upon  consecutively,  795  had  the  complicating  conditions 
enumerated  in  the  table  is  ample  proof  of  the  falsity  of 
this  teaching. 

From  all  the  facts  now  before  us  concerning  the  life 
history,  the  degenerations,  and  the  complications  of  fibroid 
tumors,  the  following  conclusions  appear  to  me  to  be 
ine\'i  table : 

About  16  per  cent,  of  the  women  having  fibroid  tumors 
would  die  if  not  operated  on,  because  of  the  degenerations 
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and  complications  arising  in  the  tumor  or  in  the  uterus;  in 
other  words,  that  women  having  fibroid  tumors  run  a  far 
greater  risk  of  losing  their  lives  by  not  having  them  operated 
on  than  by  submitting  themselves  to  operation.  In  addition, 
it  has  been  shown  that  women  having  fibroid  tumors,  as 
they  present  themselves  to  the  gynecologist,  have,  in  addition 
to  the  tumor  itself,  many  comphcations  outside  of  the  tumor 
and  the  uterus.  Of  the  women  having  fibroid  tumors  who 
have  come  under  my  observation,  about  IS  per  cent,  would 
have  died  without  operation,  because  of  the  complications 
outside  of  the  tumor  and  the  uterus. 

This  state  of  facts  forms  a  secondary  but  an  additional 
reason  for  operating  on  women  having  fibroid  tumors.  Taking 
them  as  a  class,  a  certain  percentage  will  die  from  inter- 
current disease  due  to  chronic  anemia  or  to  pressure  upon 
the  abdominal  viscera.  Taking  them  as  a  whole,  at  least 
a  third  of  the  women  having  fibroid  tumors  who  have  come 
under  my  observation  would  have  died  had  they  not  been 
operated  upon.  I  hold  that  the  scientific  position  in  refer- 
ence to  the  indication  for  fibroid  tumors  is  that  as  these 
facts  are  incontrovertible — being  based  on  careful  cHnical 
and  pathologic  investigations — the  indication  for  operation 
should  be  based  on  these  facts,  and  not  on  any  particular 
symptom  which  may  be  present  at  the  time  the  woman 
comes  under  observation.  I\Iy  position  is  distinctly  in 
opposition  to  that  which  may  be  called  the  classic  or  tradi- 
tional position,  which  is  that  the  operation  to  remove  a 
fibroid  tumor  should  be  done  because  of  the  symptoms  the 
timior  is  producing  at  the  time  the  patient  presents  herself 
for  treatment — whether  this  be  hemorrhage,  or  pain,  or 
pressure  on  the  urinary  organs  or  on  the  alimentary  canal, 
or  whether  it  is  a  state  of  mind  arising  in  the  woman  because 
of  her  knowledge  of  the  existence  of  the  tumor.  Nothing  is 
more  variable  than  symptoms,  which  can  frequently,  and 
indeed  usually,  be  removed  by  appropriate  treatment. 
Indeed  the  state  of  the  case  is  even  worse  than  this,  as  for 
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most  symptoms  it  is  necessary  to  accept  the  patient's  state- 
ment, because  of  the  lack  of  other  evidence.  On  the  other 
hand,  nothing  is  more  definite  than  physical  facts  and  patho- 
logic findings.  When  the  two  positions  are  placed  in  opposi- 
tion, it  seems  to  me  there  can  be  no  question  as  to  wliich 
is  the  correct  one  and  wliich  should  be  accepted  by  the 
profession.  To  speak  by  analogy,  a  fibroid  tumor  should 
be  removed  for  the  same  reason  that  an  ovarian  tumor  should 
be  removed;  the  indication  varjnng  in  degree,  but  not  in 
kind.  Ovarian  tumors  are  removed,  irrespective  of  the 
symptoms  they  are  producing,  because  of  our  knowledge 
of  the  hfe-history  of  these  growths,  which  is  that  if  left  to 
pursue  their  usual  development  a  fatal  result  will  occur  in 
almost  all  cases.  Similarly,  fibroid  tumors  should  be  removed 
because  if  left  to  pursue  their  usual  development,  in  at  least 
a  third  of  the  cases  a  fatal  result  will  occur. 

It  is  a  general  rule  in  surgery  that  a  tumor  when  present 
in  the  body  should  be  removed.  This  rule  is  as  appHcable 
to  fibroid  tumors  of  the  uterus  as  to  other  tumors.  It  is 
my  opinion  that  this  rule  will  hold  good  in  the  future,  and 
the  exceptions  to  the  rule  will  be  based  upon  the  facts  in 
particular  cases — the  small  size  of  the  tumor,  its  subserous 
development,  and  the  existence  in  the  particular  woman  of 
compHcating  diseases  which  would  render  operation  especially 
hazardous. 


DISCUSSION. 


Dr.  J.  Whitridge  Williams. — In  general,  I  agree  with  Dr. 
Noble  that  the  majority  of  cases  of  myoma  should  be  operated 
upon  at  an  early  stage,  but  I  should  not  be  willing  to  accept 
the  statistics  offered  as  giving  the  indications  for  so  doing. 

Take  the  first  two  points — carcinoma  of  the  body  of  the 
uterus  and  epithelioma  of  the  cer\'Lx.  I  consider  that  both  of 
these  conditions  should  be  regarded  as  purely  accidental  com- 
plications and  as  having  nothing  to  do  with  the  myomatous 
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condition.  Moreover,  I  believe  that  the  general  teaching  that 
carcinoma  of  the  cervix  much  more  frequently  than  that  of  the 
body  of  the  uterus,  is  due  mostly  to  the  fact  that  most  of  us 
do  not  systematically  examine  scrapings  from  the  body  of  the 
uterus  in  large  series  of  cases;  and  it  would  seem  to  me  that  the 
frequency  of  the  latter  condition  in  the  1100  uteri  mentioned  by 
Dr.  Noble  is  hardly  greater  than  would  be  observed  in  the 
same  number  of  uteri  without  myomata,  obtained  from  women 
in  the  middle  years  of  life.  Moreover,  I  can  see  no  reason  why 
the  presence  of  a  myoma  should  predispose  to  carcinoma  for- 
mation. 

On  the  other  hand  the  same  cannot  be  said  concerning  sar- 
coma, for  there  is  no  doubt  that  in  a  certain  proportion  of  cases 
it  is  developed  directly  from  the  myoma,  being  usually  derived 
from  the  connective-tissue  cells  between  the  muscle  bundles, 
although  in  occasional  cases,  directly  from  the  muscular  fibers, 
as  I  demonstrated  in  1894,  and  as  has  since  been  confirmed  by 
many  observers. 

I  would  therefore  say  that  the  sarcoma  is  the  only  malignant 
growth  which  is  directly  derived  from  the  myoma,  but  that  it 
occurs  sufficiently  frequently  to  justify  the  removal  of  all  myo- 
mata of  any  size,  in  view  of  the  excellent  results  now  obtained 
by  supravaginal  hysterectomy. 

The  case  of  chorioepithelioma  should  likewise  be  regarded 
as  an  accidental  complication,  as  it  is  the  direct  result  of  ab- 
normal pregnancy,  and  has  nothing  to  do  with  myomatous  for- 
mation. 

After  going  over  the  entire  table,  I  do  not  think  that  Dr. 
Noble  has  made  out  so  strong  a  case  for  operation  as  he  seems 
to  think,  although  I  agree  with  him  that  it  is  incimibent  upon 
us  to  remove  all  tumors  which  have  attained  any  considerable 
size. 

Among  the  complications  mentioned  by  him  are  78  cases  of 
cystic  degeneration  of  the  ovaries.  This  condition  has  nothing 
to  do  with  the  myoma,  and  I  think  should  be  left  out  of  con- 
sideration. 

I  see  that  Dr.  Noble  mentions  in  his  last  lot  of  cases  two 
cases  of  thrombosis  of  the  vessels  of  the  lower  extremities,  and 
I  hope  that  in  closing  the  discussion  he  will  tell  us  how  often 
thrombosis  of  the  pulmonary  vessels  with  fatal  embolism  has 
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occurred  in  the  cases  referred  to.  So  far  as  I  have  been  able 
to  learn,  it  would  seem  that  there  is  a  tendency  in  women  suf- 
fering from  myomatous  tumors  toward  a  condition  which  favors 
such  a  sequela. 

Dr.  Beverly  M.<cMomagle. — Some  years  ago  Dr.  Gordon 
read  a  paper  in  which  he  stated  that  fibroids  should  be  removed 
from  all  of  the  patients  who  come  to  us  suffering  from  symp- 
toms of  fibroids.  He  also  claimed  that  they  would  not  come 
to  be  treated  unless  they  were  suffering.  At  that  time  he  was 
criticised  rather  severely  for  his  view.  It  was  my  custom  then 
to  remove  fibroids  which  were  making  any  symptoms  I  could 
elicit,  and  it  has  since  been  my  custom  to  remove  them  when 
attended   with  symptoms. 

I  quite  agree  with  Dr.  Williams  that  it  is  hardly  fair  to 
include  carcinoma,  epithelioma,  and  chorioepitheltoma  as 
being  the  consequence  of  fibroids.  These  are  entirely  inde- 
pendent growths.  The  fact  that  a  fibroid  may  degenerate  into 
a  sarcoma  is  sufficient  cause  for  looking  upon  large  fibroids  as 
serious  matters,  and  we  should  remove  small  fibroids  with 
sjTnptoms,  for  surgical  reasons,  as  I  think  in  the  end  a  large 
number  of  patients  will  be  placed  in  a  better  position  and  con- 
dition, and  operation  in  the  early  stages  of  the  fibroid  will  give 
us  a  higher  percentage  of  recoveries  and  lessen  the  risk  or 
danger  to  the  life  of  the  patient.  It  will  also  allow  us  to  make 
a  choice  of  operation  we  wish  to  perform.  In  the  younger 
class  of  women,  when  the  fibroids  are  small,  it  is  well  to  do 
myomectomy  and  save  the  functionating  power.  If  the  fibroids 
should  return  there  is  again  the  privilege  of  operating  for  their 
removal.  The  dangers  and  risks  from  a  fibroid  as  it  grows  are 
multiplied  very  much.  There  is  no  doubt  that  it  interferes 
with  the  blood  stream;  it  interferes  with  the  proper  function 
of  the  Fallopian  tubes  and  ovaries;  it  interferes  with  the  proper 
function  of  the  bladder  and  ureters,  and  thereby  leads  to  serious 
disease  of  the  pelvis  of  the  kidney  and  incidentally  of  the  kidney 
itself.  It  interferes  with  the  functions  of  the  bowel  and  with 
the  nutrition  of  the  patient.  There  is  no  doubt  that  pressure 
on  the  bowel  by  it  and  incidentally  constipation  are  matters 
that  may  lead  to  the  development  of  appendicitis  and  ovaritis. 
There  is  no  doubt  that  these  tumors  make  a  patient  anemic 
by  the  amount  of  blood  they  take  up.     There  is  no  doubt  in 
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my  mind  that  an  intrauterine  fibroid  that  is  pressing  toward 
the  vagina  should  be  removed.  A  small  fibroid  that  causes 
discomfort  of  any  kind  should  be  removed,  as  it  relieves  the 
patient  from  the  chance  of  pain  and  incident  prostration  that 
may  be  due  to  an  attempt  at  delivery  of  the  tumor.  An  intra- 
mural fibroid  should  be  removed.  According  to  my  observa- 
tions, these  fibroids  are  a  source  of  suffering  and  pain,  largely 
attributed  to  some  form  of  dysmenorrhea.  1  have  observed  a 
number  of  cases  that  have  been  treated  by  all  treatments  that 
are  known  to  us,  such  as  dilatation,  curettage,  etc.,  for  the 
relief  of  dysmenorrhea,  and  even  splitting  the  cervix,  and  then 
finding  that  the  dysmenorrhea  was  due  to  an  intramural 
fibroid  not  larger  than  a  walnut.  The  results  of  operation, 
when  done  early,  will  be  very  much  better  than  when  it  is  done 
late. 

I  have  been  making  some  observations  in  regard  to  what 
the  results  are  on  the  circulation,  but  more  particularly  with 
reference  to  the  heart  and  vessels  in  connection  with  fibroid 
tumors.  I  do  not  know  how  it  comes  about,  but  there  is  a  cer- 
tain percentage  of  brown  atrophy  of  the  heart  in  cases  of  fibroids 
of  long  standing.  It  is  probable  that  there  are  a  number  of 
cases  of  gray  atrophy,  and  1  am  inclined  to  think  that  there  is 
a  change  in  the  vessels  themselves,  the  fibroids  exposing  the 
patient  to  a  serious  general  condition  on  account  of  their 
encroachment  upon  or  interference  with  the  circulation. 

As  to  the  surgical  reason,  in  an  operation  for  the  removal  of 
large  fibroids  when  they  are  attached  the  operation  is  serious. 
When  they  are  attached  to  the  bowels,  the  bladder,  the  appendix 
and  omentum,  we  have  got  a  serious  operation.  We  open  the 
blood  stream  in  many  ways  and  expose  the  patients  to  the  forma- 
tion of  an  embolus.  I  have  had  two  patients  die  from  pulmonary 
embolism  following  the  removal  of  fibroids.  They  were  flabby 
patients,  and  in  those  cases  there  was  brown  atrophy  of  the  muscle 
of  the  heart.  The  other  risk  is  fat  embolism — air  embohsm. 
Not  long  ago  a  colleague  of  mine  had  a  patient  die  in  a  sur- 
prising manner.  After  the  patient  was  removed  from  the 
table  and  put  to  bed,  he  went  to  see  her  and  she  was  dead. 
It  was  beyond  his  ability  to  discover  why  she  died.  Chloroform 
was  used;  I  told  him  I  thought  chloroform  had  killed  her,  but 
he  resented  that  bitterly.     He  came  to  me  afterward  and  said 
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a  postmortem  examination  had  been  made,  and  it  was  found 
that  a  fat  embolus  had  been  the  cause  of  death.  That  was  the 
first  case  of  fat  embolus  I  ever  knew,  and  it  suggests  another 
risk  and  another  danger  in  lea^^ng  these  operations  to  be  done 
until  after  the  fibroid  becomes  large. 

Last  year  we  had  a  symposium  on  the  risks  and  dangers  of 
fibroids  in  connection  with  pregnancy  and  confinement.  While 
we  were  not  entirely  agreed  as  to  the  consequence  of  fibroids 
in  connection  with  pregnancy  and  confinement,  notwithstanding 
they  are  a  source  of  anxiety  both  to  the  obstetrician  and  sur- 
geon, yet  the  risk  of  removing  them  during  pregnancy  is  cer- 
tainly increased,  because,  while  a  patient  may  recover  from  an 
operation  for  their  removal,  it  is  probable  that  we  will  interfere 
in  some  way  with  the  growth  of  the  fetus  or  pregnancy,  a 
delivery  at  an  unfavorable  time  becoming  imperative. 

Dr.  Seth  C.  Gordon. — I  am  always  willing  to  stand  up 
and  take  my  medicine  with  as  good  face  as  possible.  I  am 
perfectly  willing  to  admit  all  that  Dr.  MacMonagle  has  said 
in  regard  to  what  my  position  has  been  regarding  fibroid  tumors 
of  the  uterus.  We  have  threshed  out  this  subject  several  times 
of  hysterectomy  and  myomectomy  for  fibroids.  My  last  paper 
was  on  conservative  gynecology.  By  conservatism  I  mean  the 
conservatism  of  the  health  of  women.  If  a  woman  has  a  uterus 
which  is  filled  with  fibroids  and  it  is  making  her  an  invalid,  I 
think  that  uterus  had  better  be  removed.  ISIy  position  at  one 
time  was  this :  that  any  woman  who  came  to  me  with  a  fibroid 
which  was  making  her  an  invalid,  and  I  found  that  it  was  the 
cause  of  her  trouble,  I  would  resort  to  hysterectomy.  That  is 
even  worse  than  Dr.  MacMonagle  put  it,  and  practically  I  still 
stand  by  that  statement.  I  admit  that  there  are  a  few  cases 
where  we  may  remove  fibroids  by  myomectomy  and  to  the 
advantage  of  the  patients.  I  have  no  question  about  that.  I 
will  modify  my  statement  to  that  extent  now,  for  I  hope  I  have 
not  lived  this  long  and  learned  nothing.  I  am  willing  to  do  that 
with  this  reservation,  namely,  that  the  patient  is  liable  to  have 
another  fibroid  and  is  liable  to  a  second  abdominal  section. 

My  experience  of  forty-nine  years  has  afforded  me  very  few 
cases  of  pregnancy  occurring  in  women  who  have  fibroids  of 
the  uterus.  The  number  of  women  who  have  died  from  neglected 
fibroids  of  the  uterus  far  exceeds  the  number  who  have  become 
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pregnant  with  fibroids,  so  that  while  we  may  occasionally  save 
a  chilli  which  is  valuable  to  the  mother  and  father,  I  should  say 
we  more  often  lose  the  mother,  the  wife,  who  is  more  valuable 
to  her  husband  and  to  her  family.  When  it  has  been  taught  in 
this  Society  that  we  can  remove  large  fibroids  from  the  uterus 
and  then  do  a  ventrosuspension,  it  seems  to  me  that  is  con- 
servatism of  organs  and  not  conservatism  of  the  health  of  the 
women,  which  we  are  all  after.  That  is  what  we  practice  medi- 
cine for.  We  preserve  a  woman's  health,  and  conservative 
gynecology  is  that  which  conserves  health  and  nothing  else.  I 
believe  that  this  thing  has  been  carried  too  far.  }  recall  the 
case  of  a  woman  who,  two  years  ago,  suffered  an  attack  of 
peritonitis  from  a  large  fibroid.  I  advised  and  said  everjthing 
I  could  to  have  a  hysterectomy  done,  but  she  would  not  consent 
to  it.  Within  the  last  ten  days  she  has  been  close  to  death's 
door  from  another  attack  of  salpingitis,  and  said  that  if  she  lives 
to  get  through  this  attack  she  will  accept  the  advice  I  gave  her 
two  years  ago  and  have  the  hysterectomy  done. 

I  do  not  believe  that  we  are  justified  in  going  into  a  uterus 
half  a  dozen  times  to  remove  one  fibroid  at  a  time,  when  we 
know  the  reproduction  of  fibroids  is  so  common.  A  fibroid 
uterus  may  contain  a  dozen  of  little  tumors,  which  you  cannot 
find  when  you  do  your  first  myomectomy.  Everybody  knows 
that  who  is  familiar  with  this  subject,  so  that  I  still  cling  to  the 
assertion  which  I  made  at  least  ten  years  ago  before  this  Society, 
and  Dr.  Lapthorn  Smith,  in  a  pajier  read  two  years  ago,  said 
he  thought  I  was  ten  years  ahead  of  the  rest  of  the  members. 
I  do  not  claim  anything  of  that  sort,  but  I  still  believe  what  I 
said  then  was  in  the  main  correct.  Taking  all  the  chances, 
taking  everything  that  belongs  to  these  tumors,  and  especially 
illustrated  by  the  statistics  of  Dr.  Noble  this  morning,  although 
I  do  not  quite  agree  with  some  of  them,  I  am  ready  to  say,  as  a 
rule,  that  when  a  woman  comes  to  me  with  a  fibroid  that  is 
making  her  an  invalid,  I  advise  her  to  have  a  hysterectomy 
done  and  get  rid  of  all  her  troubles.  The  mortality  is  so  exceed- 
ingly small  that  we  hardly  estimate  it  at  all  in  connection  with 
this  operation.  Therefore,  I  am  not  altogether  ready  to  back 
out  of  any  position  I  took  in  this  Society  ten  years  ago. 

Dr.  Edward  P.  Davis. — It  would  be  interesting  to  have  a 
statement  of  the  mortality  of  operations  for  fibroids,   and  it 
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would  be  fair  to  compare  it  with  the  mortality  occasioned  by 
complications.  Possibly  Dr.  Noble  will  favor  us  with  such  a 
statement  in  his  summing  up. 

He  mentioned  cases  of  pregnancy  as  an  indication  for  opera- 
tion for  fibroids.  It  seems  to  me  considerable  judgment  is 
required  in  this  matter,  for  the  reason  that  we  see  pregnant 
women  with  small  fibroids  or  a  small  fibroid  pass  through 
pregnancy  without  trouble,  and  in  whose  cases  after  the  birth 
of  the  child  the  fibroid  itself,  so  far  as  external  examination  is 
concerned,  disappears,  and  I  think  it  is  a  fact  from  observation 
that  such  women  may  even  bear  other  children,  and  we  cannot 
in  all  cases  trace  this  fibroid  to  a  rejuvenation,  and  some  of 
these  women  do  not  come  to  operation.  In  other  cases  preg- 
nancy and  the  presence  of  a  fibroid  or  fibroids  furnish  an 
indication  for  immediate  operation,  as  in  a  case  that  oc- 
curred a  few  months  ago,  where  a  pregnant  woman  had  a 
fibroid  infiltrating  the  right  broad  ligament.  The  situation  of 
the  fibroid  was  such  that  it  seemed  questionable  whether  she 
could  bear  a  child  through  the  vagina.  Consent  to  operation 
was  obtained,  with  the  promise  (the  woman  was  of  the  Hebrew 
race)  that  we  would  not  remove  the  uterus  if  it  could  be  avoided. 
When  the  abdomen  was  opened,  the  situation  of  the  tumor  was 
such  that  delivery  through  the  vagina  would  be  impossible,  and 
hence  she  was  subjected  to  hysterectomy. 

Pregnancy  does  not  furnish  alone  an  indication  for  operation 
for  fibroids;  there  must  be  the  situation  of  the  tumor  rendering 
the  birth  of  the  child  impossible  without  its  removal.  We  may 
let  pregnancy  go  on  to  viability,  then  save  the  child,  and  do  a 
hysterectomy.  Again,  in  some  cases  the  pregnant  woman  may 
not  require  treatment  for  the  fibroid  or  fibroids  by  operation, 
while  in  others  they  certainly  give  rise  to  no  further  trouble 
after  parturition. 

Dr.  John  T.  Thompson. — In  reference  to  salpingitis,  in  my 
own  personal  experience,  in  looking  up  the  matter  some  time 
ago,  I  found  something  like  20  per  cent,  of  cases  in  which  there 
had  been  pj'osalpinx,  not  all  of  which  were  explained  at  the 
time  of  operation,  bjut  apparently  had  been  from  the  gross  or 
macroscopic  appearance  cases  of  actual  accumulation  of  pus 
in  the  tube.  I  would  like  to  hear  the  experience  of  other  Fellows 
with  reference  to  that,  whether  it  has  been  a  factor  in  deter- 
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mining  these  operations.  I  have  found  women  suffering  acutely 
where  a  fibroid  existed,  and  it  would  seem  to  me  to  have  been 
due  in  these  cases  to  the  presence  of  the  fibroid. 

Dr.  Lapthorx  Smith. — At  one  time  I  opposed  the  removal 
of  the  uterus  for  fibroids,  but  my  reasons  were  clear  and  definite, 
as  at  that  time  the  mortality  was  high,  very  nearly  50  per  cent, 
and  when  Apostoli  discovered  the  electrical  treatment  of  fibroid 
tumors  of  the  uterus  I  went  to  Paris,  learned  and  practised  it, 
and  I  know  that  I  made  a  great  many  women  comfortable 
without  having  removed  these  tumors.  While  I  was  doing 
that  the  mortality  of  hysterectomy  was  falling  steadily,  and 
when  I  found  that  it  got  down  to  less  than  10  per  cent.  I  was 
inclined  to  recommend  the  removal  of  the  uterus.  Now  that 
it  is  less  than  5  per  cent,  among  expert  operators,  I  urge 
every  woman  who  has  a  fibroid  to  have  it  removed  while  it  is 
small.  Pregnant  women  are  put  to  a  great  deal  of  trouble  by 
the  presence  of  fibroids  complicating  pregnancy,  particularly 
when  accompanied  by  pressure  symptoms,  and  ■when  operation 
is  indicated  they  should  be  removed.  I  have  also  seen  albumin 
which  had  been  present  in  the  urine  disappear  after  the  removal 
of  the  fibroids.  In  fact,  I  have  operated  on  women  because 
they  had  albumin,  and  casts  in  the  urine  disappear  on  the  re- 
moval of  the  tumor.  A  great  many  of  these  women  are  quite 
ill  from  back  pressure  on  the  ureters;  their  condition  gradually 
gets  worse  and  worse,  so  that  operation  must  be  done  sooner  or 
later.  Therefore,  I  believe  in  removing  the  uterus  of  every 
woman  who  is  sick  enough  to  consult  a  doctor  for  symptoms 
that  are  produced  by  the  presence  of  a  fibroid.  I  do  not  urge 
operation  the  first  day  a  woman  comes  to  me  complaining  of 
symptoms  from  a  fibroid.  I  do  not  believe  in  operating  on 
them  the  first  time  I  see  them.  I  keep  them  under  obser- 
vation, and  general  and  local  treatment,  for  a  few  months  or 
sometimes  a  year,  before  I  decide  upon  doing  such  a  serious 
operation  as  a  laparotomy.  But  if  the  patient  at  the  end  of  this 
time  is  not  getting  better,  then  I  urge  hysterectomy,  and  I 
believe  it  is  the  wisest  course  for  us  to  pursue.  Occasionally 
during  pregnancy  I  have  resorted  to  myomectomy  when  the 
tumor  was  subserous,  because  I  did  not  wish  to  run  any  risk 
in  regard  to  the  life  of  the  child  or  the  mother,  having  in  view 
the  complication  of  delivering  the  woman  with  a  fibroid  tumor. 
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Sometimes  these  tumors  slough  a  few  days  after  the  delivery 
of  the  child.  I  recently  read  the  report  of  a  case  of  puerperal 
septicemia  which  ended  fatally,  which  at  the  postmortem  was 
found  to  be  due  to  a  sloughing  fibroid  tumor. 

Dr.  Howard  A.  Kelly. — I  think  this  is  one  of  the  most 
important  subjects  in  gynecology.  The  fact  that  a  woman  has 
a  fibroid  is  never  an  indication  per  se  for  operation.  Hundreds 
of  women  go  about  with  small  fibroids  which  never  give  any 
trouble,  and  which  are  often  only  accidentally  discovered  or 
are  found  at  an  autopsy. 

As  to  the  general  indications  for  operation.  In  the  first 
place,  we  ought  oftener  to  make  sure  as  to  the  size  and  char- 
acter of  the  fibroid  by  putting  the  patient  under  an  anesthetic 
and  making  a  careful  exploration,  particularly  by  the  abdomen 
and  the  rectum.  Furthermore,  we  ought  to  make  sure  that 
there  are  no  complicating  conditions.  If  there  is  malignant 
degeneration  of  the  endometrium  it  will  show  itself  by  hemor- 
rhage, and  curettage  will  determine  this  fact.  Appendicitis  and 
inflammatory  complications  can  generally  be  determined  by  a 
careful  history,  associated  with  a  careful  examination.  ISIany 
cases  presented  in  statistical  lists  are  operated  upon,  not  because 
of  a  fibroid,  but  on  account  of  a  manifest  ovarian  tumor  or 
dermoid  cyst,  and  the  fibroid  is  discovered  incidentally.  I  do 
not  recommend  operation  for  small  fibroids  when  they  do  not 
produce  marked  symptoms,  such  as  hemorrhage  or  pressure  on 
some  -v-iscus.  If  the  tumor  is  in  the  pelvis  and  the  uterus  is 
mobile,  I  do  not  urge  operation.  It  is,  however,  sometimes 
necessary  to  recommend  operation  because  a  woman  is  invalided 
by  the  mere  thought  of  ha\-ing  a  tumor.  If  the  tumor  is  caught 
in  the  hollow  of  the  sacrum  and  cannot  be  easily  lifted  into  the 
abdomen,  I  then  urge  operation  because  of  the  risk  of  pressure 
upon  vessels,  particularly  upon  the  ureters  and  bladder.  When 
a  tumor  gets  up  into  the  abdominal  cavity,  the  size  of  a  five 
months'  pregnancy,  and  there  is  pressure  upon  the  vessels  in- 
terfering with  the  ureters,  I  recommend  operation,  but  I  do 
not  recommend  it  for  smaller  tumors  which  are  loose  and  free 
in  the  abdomen,  and  produce  no  particular  symptoms. 

I  heartily  concur  in  what  Dr.  Davis  has  said,  and  I  feel  that 
operating  on  fibroids  complicating  pregnancy  is  very  much  over- 
done.    I  have  seen  cases  in  consultation  with  large  masses  of 
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fibroids,  in  which  operation  had  been  urged,  and  yet  some  of 
these  cases  have  been  returned  to  their  homes  and  have  had 
normal  labors. 

Dr.  Noble. — It  is  agreeable  to  me  personally  to  find  that  in 
general  the  speakers  believe  as  I  do,  that  if  a  woman  has  a 
fibroid  tumor  it  should  be  taken  out.  But  what  surprised  me 
was  the  manner  in  which  some  of  the  speakers  criticised  this 
table  I  presented.  Of  course,  it  would  be  absurd  to  say  that 
all  of  these  complications  were  caused  by  the  fibroid  tumor  or 
tumors.  Such  an  idea  never  occurred  to  me.  So  we  need  not 
discuss  that  phase  of  the  subject. 

The  reason  this  table  was  compiled  was  this:  the  classic 
teaching  is  and  has  been  that  women  with  fibroid  tumors  are 
not  sick.  But  the  1188  women  who  had  these  tumors  and 
all  the  complications  enumerated  in  the  table  were  surely  sick. 
To  prove  this  was  the  object  in  compiling  the  table. 

The  next  point  is  the  relation  between  fibroid  tumors  and 
cancer  of  the  corpus  of  the  uterus.  I  am  not  attacking  the  ac- 
cepted theory  that  sarcomas  can  develop  only  from  connective 
tissue,  and  that  carcinoma  is  developed  from  epithelial  struc- 
tures. That  is  not  the  point.  The  point  is  that  in  this  series  of 
cases  the  normal  relation  between  the  number  of  cases  of  cancer 
of  the  cervix  and  the  number  of  cases  of  cancer  of  the  corpus 
is  vastly  altered  from  the  usual,  and  as  the  number  of  cases  is 
very  large,  it  seems  to  me,  a  priori,  a  reasonable  deduction  that 
the  irritation  produced  by  the  fibroid  tumors  in  the  uterus  is  a 
predisposing  cause  for  the  development  of  carcinoma  of  the 
corpus  uteri.  Until  the  gentlemen  who  take  the  negative  position 
can  prove  that  is  not  correct,  I  shall  continue  to  feel  that  that 
is  true.  Aside  from  that,  I  would  not  for  a  moment  say  that  the 
presence  of  a  fibroid  tumor  caused  any  of  the  other  complica- 
tions. I  simply  stated,  as  a  matter  of  fact,  that  the  women  had 
the  complications,  a  large  number  of  whom  were  sick  and  who 
ought  to  be  operated  upon. 

Let  me  refer  to  another  interesting  point  with  regard  to 
cancer.  This  has  not  only  been  my  experience,  but  Dr.  Cullen 
tells  me  that  his  experience  in  a  large  number  of  cases  observed 
by  the  Johns  Hopkins  Hospital  has  been  that  cancer  of  the 
corpus  uteri  is  just  as  common  with  small  fibroids  as  with  large 
ones.     So  far  as  this  particular  feature  as  to  the  relationship 


316  FIBROID  TUMORS  OF  THE  UTERUS 

between  fibroid  tumors  and  cancer  of  the  corpus  is  concerned, 
it  has  been  shown  by  Cullen  that  there  is  a  direct  relationship 
between  the  two.  That  is,  of  course,  a  relative  reason  for 
operating  on  small  fibroids  as  well  as  large  ones. 

Dr.  MacMonagle  discussed  the  question  from  -a  surgical 
standpoint,  saying  that  we  get  better  results  if  we  operate  early 
than  late.  He  also  spoke  of  the  choice  of  operations.  I  quite 
agree  with  him,  but  I  would  add  this  to  what  he  has  said  (and 
I  think  it  is  a  strong  reason  for  early  operation) :  it  saves  women 
from  an  invalidism  which  they  otherwise  would  have  had. 

Dr.  Davis  brought  up  the  question  of  the  mortality  of  opera- 
tions for  fibroids.  I  did  not  feel  that  it  was  necessary  to  go  into 
that  phase  of  the  subject  before  this  Society,  as  the  Fellows  are 
all  familiar  with  it.  My  own  opinion  about  the  mortality  is 
that  if  operation  is  done  early  it  is  about  1  per  cent.,  but  when 
done  at  a  later  period  it  may  be  5  or  10  per  cent.,  or  even  30 
per  cent.,  depending  upon  how  desperate  the  case  is  when  you 
see  it. 

With  reference  to  the  remarks  of  my  friend  and  teacher,  Dr. 
Kelly,  it  is  quite  evident  that  his  views  of  the  subject  of  the  indi- 
cations for  operation  on  fibroids  are  absolutely  opposed  to  mine, 
and  my  own  feeling  is,  after  studying  the  matter  carefully,  that 
his  position  is  not  scientific.  I  believe  we  should  operate  on 
these  tumors  because  we  know  what  happens  in  the  life-history 
of  them,  and  it  is  far  safer  to  take  them  out;  the  woman's 
chances  for  good  health  are  far  better  when  they  are  out  than 
they  are  when  the  tumors  are  allowed  to  remain. 


THE  SURGERY  OF  THE  FEMAT-E  URETHRA. 


By  Ely  Van  de  Warker,  M.D., 

Syracuse. 


The  urethra  in  women  appears  like  an  insignificant  part. 
Its  vital  relations  are  negligible,  even  its  anatomy  is  relative 
and  acquires  its  importance  from  its  relation  to  a  near  organ. 
It  is  a  simple  integer  in  the  sum  of  organs  that  gain  in  vital 
significance  the  farther  they  are  from  their  terminal  point — 
the  urethra.  But  it  may  be  said  that  it  epitomizes  a  large 
share  of  the  suffering  that  woman's  pelvic  organs  inflict 
upon  her.  At  the  decline  of  functional  activity  of  the  pelvic 
organs,  when  a  long-earned  peace  and  comfort  ought  to  be 
assured  to  the  woman,  the  urethra  obtrudes  as  a  source  of 
suffering.  The  amount  of  disturbance  caused,  by  a  simple 
irritation  of  the  urethra,  to  the  bladder  and  indirectly  to  the 
kidneys  affords  striking  proofs  of  the  validity  of  reflex  dis- 
turbance. That  these  consecutive  arrangements  of  the 
bladder  and  kidneys  are  rarely  due  to  an  inflammation  of 
an  ascending  type  will  be  shown  in  the  course  of  this  paper. 
Irritative  rather  than  the  inflammatory  conditions,  when 
existing  in  the  urethra  or  at  its  meatus,  may  create  the  most 
active  disturbance.  The  urethra  gains  a  large  share  of  its 
importance,  therefore,  as  a  center  of  nervous  reflex,  in  this 
respect  obeying  the  law  that  nerve  centers  having  the  widest 
sphere  of  reflex  activity  are  situated  at  or  near  the  natural 
openings  of  the  body. 

The  first  defect  of  the  urethra  to  which  I  shall  call  your 
attention  is  what  I  prefer  to  call  sacculation.     The  term 
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urethrocele  used  by  some  authors  is  a  misnomer,  its  cause 
being  mechanicah  Inflammation  alone  is  not  adequate  to 
produce  it  in  view  of  the  thinning  of  the  urethrovaginal 
septum  which  is  so  frequently  observed.  The  urethra  may 
be  said  to  belong  more  to  the  perineal  than  to  the  pelvic 
zone  of  organs.  Consequently,  the  walls  of  the  passage 
depend  upon  the  support  of  the  perineum  to  a  certain  extent 
only,  as  other  causes  may  operate  to  produce  the  defect.  I 
cannot  recall  a  single  instance  of  long-existing  rent  of  the 
perineum,  with  the  patient  near  middle  li.fe,  but  what  a 
drooping  of  the  urethral  wall  could  be  observed.  In  one  of 
my  case-books  I  have  outlined  a  pendulous  sac,  its  upper 
margin  defined  by  the  junction  of  the  middle  with  the  upper 
third  of  the  passage.  Residual  urine  was  always  present, 
causing  urethritis  with  drastic  strangury.  Very  much  smaller 
dilatations  will  furnish  cavities  where  a  small  quantity  of 
urine  will  be  retained,  which  is  certain  to  cause  frequent  and 
painful  micturition. 

Another  cause,  which  generally  affects  the  whole  of  the 
canal,  is  stricture  at  the  meatus  of  a  caliber  so  small  as  to 
need  expulsive  efforts  to  overcome  the  resistance.  A  urethral 
opening  of  from  No.  10  to  13  F.  will  offer  an  obstacle  that 
will  require  expulsive  effort  to  overcome,  accentuated  as 
it  so  often  is  by  urgent  and  frequent  micturition.  The  bladder 
may  suffer  damage  under  these  conditions;  but  the  urethra, 
receiving  the  full  force  of  the  expulsive  effort,  suffers  more. 
Here  comes  in  a  singular  fact  in  mechanical  pathology.  The 
bladder,  being  a  contained  viscus  and  supported  on  all  sides, 
becomes  thickened  in  its  walls.  A  superficial  explanation 
would  be  that  this  was  due  to  increase  in  its  muscular  layer, 
but  a  careful  examination  shows  that  this  is  not  the  explana- 
tion. The  increased  thickness  occurs  in  the  mucous  layer, 
and  is  undoubtedly  of  inflammatory  origin.  The  wall  of  the 
urethra  being  unsupported  for  about  one-half  of  its  periphery 
becomes  thinner  at  the  sacculated  portions.  I  take  this  to 
mean  that  the  dilatation  is  due  to   mechanic   force   rather 
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than  to  inflammation.  I  lay  stress  on  this,  because  our  late 
colleague.  Dr.  Skene,  in  his  work  on  Diseases  of  the  Bladder 
and  Urethra  in  Women,  traces  nearly  all  of  these  conditions 
of  the  urethra  to  inflammatory  action. 

Local  treatment,  aside  from  antiseptic  means  which  simply 
palliate,  I  have  never  seen  cure  the  condition.  I  speak  from 
experience  gained  from  my  own  work  when  I  say  that  a 
plastic  operation  is  necessary.  When  the  perineal  body  is 
torn  away  and  the  urethra  is  unsupported  and  hanging  in 
the  vulva  the  part  must  be  restored  and  the  operation  made 
with  the  special  object  in  view  of  giving  support  to  the  dam- 
aged urethra.  iNlany  of  the  operations  devised  will  not  lift 
the  perineal  body  closely  against  the  middle  third  of  the 
urethra.  By  my  method  this  is  gained  by  carrying  the  flap 
well  above  the  crest  of  the  rectal  prolapse  and  extending  the 
flap  latterly  more  than  would  be  necessary  to  give  support 
to  the  lower  segment  of  the  bladder.  First,  it  is  necessary 
to  care  for  the  sacculated  urethra.  We  are  here  dealing  with 
redundant  tissue.  We  can  only  hope  for  absorption  to  a 
very  limited  extent,  even  after  the  part  is  supported.  I  first 
began  by  removing  the  outer  mucous  and  the  muscular 
layers  of  sufficient  width  to  obliterate  the  sac,  making  due 
allowance  for  the  contraction  that  follows  repair.  This 
method,  while  it  removed  the  tangible  evidences  of  saccu- 
lation, did  not  relieve  the  patient  of  all  the  symptoms  caused 
by  the  dilatation.  Through  the  urethroscope  I  observed 
that  the  mucous  fining  was  thrown  into  folds.  A  very  little 
reflection  would  show  that  this  was  a  necessary  result,  since 
the  redundancy  existed  in  three  layers,  while  it  was  oblit- 
erated in  the  outer  two  only.  The  operation  was  extended 
to  include  the  mucous  membrane  and  into  the  lumen  of  the 
urethral  canal.  The  cut  surfaces  were  brought  together 
with  interrupted  sutures  placed  close  enough  to  make  the 
urethra  water-tight.  A  self-retained  catheter,  which  I  found 
added  to  the  suffering  of  the  patient,  was  thus  avoided.  The 
surfaces  were  brought  together  over  a  sound  held  in  the 
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urethra,  so  as  to  ensure  a  uniform  lumen  to  the  canal.  This 
method  I  found  gave  almost  immediate  relief.  In  my 
opinion,  confirmed  by  an  ample  experience,  absorbable 
sutures  ought  not  to  be  used  in  this  operation,  as  they  are 
exposed  to  the  current  of  urine;  and,  no  matter  how  thor- 
oughly aseptic  when  introduced,  are  quite  certain  to  become 
contaminated  before  absorption.  Fine  silk  I  found  to  be 
superior  to  any  other  form  of  material. 

Not  until  after  the  plastic  operation  on  the  urethra, 
the  sutures  removed  and  union  found  to  be  perfect,  was  the 
final  operation  made  upon  the  ruptured  perineal  body. 
Both  operations  could,  of  course,  be  made  at  one  sitting; 
but  while  certain  genital-plastic  operations  appear  naturally 
to  suggest  the  method  of  multiple  operations,  in  this  instance 
it  appeared  more  prudent  to  await  the  resvdt  of  the  opera- 
tion on  the  urethra,  as  this  would  govern  to  a  certain  extent 
the  restoration  of  the  perineal  body.  I  have  never  had  a 
urethral  fistula  result,  and  the  functional  results  have  been 
without  fault.  This  method  is  needed  only  in  extreme  cases. 
In  the  minor  degrees  of  sacculation  a  restoration  of  the  peri- 
neal body,  carried  out  -with  the  purpose  of  giving  support 
to  the  middle  third  of  the  urethra,  will  cause  the  gradual 
absorption  of  such  redundant  surface  as  may  exist. 

Prolapse  of  the  mucous  lining  of  the  urethra  is  another 
condition  Avith  which  I  have  had  sufficient  experience  to 
cause  me  to  dissent  from  some  of  the  commonly  accepted 
explanations.  The  condition  is  a  rare  one,  and,  conse- 
quently, the  defect  has  not  been  closely  studied.  In  my 
cases  one  condition  has  always  been  apparent  in  the  history. 
For  years  the  patients  have  complained  of  urinary  troubles  of 
various  kinds.  Dysuria,  dribbling,  escape  of  urine  on  exertion, 
were  nearly  always  present.  It  is  probable,  therefore,  that 
it  is  the  result  of  a  gradually  progressive  condition,  and  in 
this  respect  complies  with  the  general  law  of  genital  ptosis. 
In  matters  of  pelvic  dvTiamics,  a  department  of  gynecology 
as  yet  unstudied,  except  in  a  disconnected  way,  we  must 
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abandon  inflammation  as  a  general  etiologic  factor.  If 
inflammation  along  the  urinary  exit  is  present  we  have  a 
thickening  of  the  urethral  mucosa.  In  ptosis  of  this  part 
we  find  a  contrary  condition ;  the  mucous  lining  becomes 
thin  and  delicate,  almost  too  attenuated  to  hold  a  suture. 
Such  being  the  condition  as  I  have  observed  it,  the  detrusor 
urinse  is  the  part  at  fault.  The  strenuous  expulsive  effort 
exerted,  often  attended  with  an  expulsion  of  urine  inade- 
quate in  quantity  to  the  force  expended  in  its  expulsion, 
throws  the  retrusor  effort  upon  the  loosely  connected  mucous 
lining,  which  gradually  gives  away  and  tends  downward 
toward  the  meatus.  As  the  process  continues  the  mem- 
brane finally  presents  as  a  red  and  irritated  fold  at  the  ure- 
thral opening.  It  follows  that  we  have  a  complicated  con- 
dition to  deal  with.  A  simple  snipping  off  of  the  extruded 
mucous  membrane  and  suturing  the  edges  to  the  periphery 
of  the  meatus  would  fail  to  cure  the  condition.  After  an 
operation  of  this  kind  the  patient  will  present  herself  a 
few  months  later  with  a  recurrence  of  the  prolapse.  Several 
times  I  have  seen  it  recur  until  one  would  be  in  doubt  whence 
such  a  redundancy  of  the  mucous  membrane  could  come. 
I  have  been  led  by  observation  to  believe  that  the  hysteric 
bladder  is  one  of  the  first  conditions  at  fault.  Twenty- 
five  years  ago,  when  I  organized  my  private  hospital,  a  case 
occurred  that  taught  me  a  few  facts  that  I  have  never  for- 
gotten. A  woman,  aged  about  forty  years,  was  admitted 
with  a  history  of  bladder  intolerance  extending  over  many 
years.  She  was  a  member  of  the  Oneida  Community,  and 
consequently  she  had  been  under  the  care  of  competent 
experts.  She  had  continued  to  suffer  severe  dysuria  in  spite 
of  the  best  treatment  the  country  afl'orded.  As  there  was  a 
considerable  prolapse  of  the  mucous  membrane  it  was  re- 
moved, and  the  edges  sutured  to  the  outer  mucous  covering. 
She  was  considerably  benefited  by  the  operation.  The  blad- 
der stress,  while  lessened,  was  not  wholly  relieved.  This 
poor  woman  ^'is^ted   a  drug  store  and    purchased   a  fatal 
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dose  of  morphine.  The  case  was  promptly  turned  over  to 
the  coroner.  At  the  postmortem  examination,  at  which  I 
was  present,  I  asked  that  the  hhidder  and  urethra  be  care- 
fully removed.  This  was  done,  and  an  inspection  of  the 
gross  and  microscopic  appearances  made.  The  blad- 
der was  absolutely  healthy  and  without  a  trace  of  inflam- 
matory action.  It  was  simply  an  instance  of  hysteric 
bladder,  and  the  prolapse  of  the  mucous  membrane  was 
the  result  of  the  excessive  action  of  the  detrusor  urinse. 
From  a  study  of  my  cases  the  history  demonstrates  that  the 
prolapse  is  never  acute,  but  is  secondary  to  other  conditions 
not  hmited  to  the  urethra,  and  is  chronic  and  slowly  pro- 
gressive. 

The  treatment  is  simple.  I  have  never  tried  any  other 
method  than  snipping  off  the  redundant  membrane  and 
securing  the  edge  to  the  external  mucous  membrane,  healing 
being  rapid.  I  have  met  with  recurrences,  and  these  were 
confined  to  cases  in  which  the  predisposing  conditions 
of  the  bladder  were  more  or  less  active.  Unfortunately,  these 
bladder  diseases  are  sometimes  most  difficult  to  cure,  but 
until  relieved  we  may  expect  to  meet  with  a  recurrence. 
The  operation  is  necessary,  however,  as  the  prolapsus  may 
aggravate  the  pre-existing  bladder  symptoms,  and  also  for 
purposes  of  cleanliness.  The  stream  of  urine  as  it  escapes 
from  the  muffled  opening  often  feathers,  or  is  diverted  so  as 
to  soil  the  outer  parts  of  the  clothing. 

Bladder  incontinence  and  dribbling  are  among  the  most 
distressing  of  urinary  defects.  While  often  painless,  yet  the 
effect  on  woman's  pride  and  self-respect  is  serious.  In  this 
contribution  to  the  discussion  we  are  concerned  only  with 
urethral  conditions  which  result  in  these  symptoms.  Imper- 
fect control  of  the  escape  of  urine  is  sometimes  a  lifelong 
affliction.  Laughing,  coughing,  sneezing,  sudden  changes 
in  position  may  cause  a  gush  of  urine.  The  bladder  may  be 
nearly  empty  when  this  occurs,  without  the  usual  sensation 
of  voiding  urme.    I  have  never  been  satisfied  with  the  usual 
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explanation  given  for  this  symptom.  That  it  is  always  a 
deficiency  of  the  sphincter  vesica  is  more  than  doubtful. 
The  vesical  extremity  of  the  urethra  can  readily  be  nar- 
rowed. I  have  done  this  by  removing  an  elliptic-shaped 
flap  through  the  muscular  layer  on  the  vaginal  surface  and 
suturing  the  edges  together.  The  result  is  a  considerable 
narrowing  at  the  urethrovesical  junction.  I  have  traced 
good  results  to  this  method,  but  I  never  knew  it  to  be  lasting. 
The  other  plan  was  to  violate  my  rule,  never  to  apply  de- 
structive caustics  to  the  urethra.  They  are  uncertain  in 
their  effects,  and  the  applications  are  difficult  to  limit  and 
control.  In  the  few  instances  in  which  I  have  tried  caustics 
the  applications  were  made  through  a  urethroscope;  a  small 
bead  of  caustic  was  fused  upon  the  point  of  a  probe  invented 
by  the  late  Dr.  Lente,  of  Cold  Spring-on-the-Hudson,  for 
this  purpose.  Two  or  three  linear  applications  were  made 
at  or  slightly  above  the  urethrovesical  junction.  These 
applications  were  always  followed  by  pain  and  strangury. 
This  method  produced  some  improvement,  but  the  effects 
were  not  permanent.  Systematic  writers  offer  very  few 
practical  suggestions  for  the  treatment  of  this  condition. 
Journal  articles  are  frequently  met  with  in  which  the  authors 
extol  some  nearly  infallible  methods  of  treatment,  but  they 
were  never  afterward  heard  from,  as  they  certainly  would 
have  been  had  they  possessed  any  merit. 

The  other  phase  of  urinary  incontinence,  or  dribbling, 
has  caused  me  to  believe  that  we  are  dealing  with  a  neurosis 
instead  of  a  local  organic  defect.  The  frequent  association 
of  dribbling  with  attacks  of  hysteria  point  to  the  powerful 
influence  of  functional  nervous  disease  upon  the  urinary 
tract.  These  organs  are  within  the  zone  of  hysterical  dis- 
turbance. In  fact,  we  do  not  need  anything  more  marked 
than  what  may  be  called  the  hysteric  temperament  to  find 
the  kidneys  secreting  enormous  quantities  of  fluid  of  a 
specific  gravity  as  low  as  1002.  Such  a  condition  often 
marks  the  occurrence  of  a  nerve  storm  which,  without  the 
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polyuria,  would  have  escaped  notice.  The  urinary  tract  in 
this  relation  may  be  said  to  be  the  storm  center  of  hystero- 
genesis.  If  I  am  right,  the  intractable  nature  of  the  diffi- 
culty is  explained,  and  the  case  belongs  to  the  neurologist 
rather  than  to  the  surgeon. 

There  are  other  instances  of  defective  bladder  control 
that  are  easily  cured  when  the  cause  is  understood.  The 
urethral  stricture,  when  of  small  caliber,  is  very  frequently 
associated  with  dysuria  and  dribbling.  It  is  difficult  to 
understand  why  a  stricture  located  at  the  meatus  should 
involve  the  sphincter  vesicre.  We  find  the  same  symptom 
in  the  male  from  stricture  situated  in  any  portion  of  the 
canal.  Dilatation  is  the  only  method  by  which  the  retaining 
function  of  the  part  can  be  restored.  Caruncle  and  neo- 
plasms of  the  urethra  may  cause  lack  of  control.  The  prac- 
tice of  applying  caustics  to  the  base  of  the  caruncle  when 
located  at  the  meatus  is  a  bad  one.  Damage  to  the  urethra 
from  cicatrices  is  one  of  the  most  difficult  to  relieve,  espe- 
cially so  when  the  result  of  the  imprudent  use  of  caustics. 

Fissure  in  my  hands  has  always  been  cured  by  dilatation. 
I  have  always  used  the  finger  as  the  instrument  for  this 
purpose.  Unless  the  finger  of  the  operator  is  too  large  you 
are  safe  against  incontinence  or  rupture.  It  is  to  be  regretted 
that  soHd  caustics  are  recommended  in  Skene's  book  in  the 
treatment  of  fissure.  In  addition  to  being  inefficient  the 
use  of  caustics  is  a  rehc  of  primeval  surgery. 

Urethral  polypi  deserves  a  brief  reference.  The  true 
mucous  polypus  must  be  comparatively  rare.  I  have  seen 
but  two  examples.  The  condition  had  been  overlooked  in 
both  cases  as  a  cause  of  strangury  and  incontinence.  The 
growths  were  too  friable  to  twist  off  as  recommended  by 
some  surgeons.  Had  the  growths  been  so  firm  as  to  allow 
removal  by  this  method  it  would  have  been  a  very  crude 
proceeding,  as  a  stump  must  have  been  left  which  would 
have  made  recurrence  quite  probable.  A  pair  of  slender, 
probe-pointed  scissors  is  an  excellent  instrument  for  this 
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purpose.  The  connection  of  the  growth  should  be  cut  away 
deeply  so  as  to  insure  against  its  renewal.  Other  forms  of 
growths  in  the  urethra  I  have  never  seen. 

Stricture  of  the  urethra  is,  in  my  experience,  very  common 
in  women.  My  \news  upon  this  subject  have  been  regarded 
by  some  as  radical;  but,  if  so,  the  facts  warranted  a  firm 
expression  of  opinion.  Dr.  Howard  Kelly,  in  his  Operative 
Gynecology,  says  of  my  work  that  "confirmation  of  these 
important  conclusions  are  still  wanted  from  other  clinicians." 
Unfortunately,  Dr.  Kelly  quotes  from  my  first  article  upon 
this  subject  and  not  from  the  more  elaborate  paper  pub- 
lished in  the  Medical  Record  in  1890,  and  read  before  the 
Section  on  Obstetrics  and  Gynecology,  American  ^Medical 
Association,  at  Nashville,  in  May  of  that  year.  If  other 
clinicians  have  not  confirmed  my  conclusions.  Dr.  Kelly 
has  done  so,  for  the  section  given  up  to  this  subject  in  his 
comprehensive  treatise  is  more  elaborate  than  is  found  in 
the  work  of  any  other  systematic  writer,  even  in  special 
volumes,  such  as  those  of  Drs.  Winckel  and  Skene.  This 
liberal  and  copious  treatment  of  the  subject  leaves  only  one 
phase  in  suspension  between  us,  namely,  that  stricture  of 
the  urethra  in  women  is  the  analogue  of  the  same  condition 
in  the  male. 

The  time  allotted  will  not  permit  an  account  of  the  path- 
ology and  causes  of  stricture  in  women,  and  I  will  only  give 
in  outline  the  facts  presented  and  the  treatment  ad^'ised  in 
my  paper  in  the  Medical  Record  of  August  23,  1890.  Since 
the  publication  of  that  paper  I  have  been  more  firmly  con- 
vinced of  the  truth  of  my  contention.  The  causes  may  be 
summarized:  that  any  condition  that  tends  to  produce  a 
long-continued  irritation  of  the  urethra  may  cause  linear 
or  annular  thickening  of  the  mucous  lining,  and  thus  lead  to 
stricture.  Gonorrhea  in  the  male,  from  its  tendency  to  become 
chronic,  is  a  frequent  cause  of  stricture.  Specific  inflamma- 
tion of  the  urethra  in  women  does  not  present  the  same 
clinical  picture.     The  attack  on   the  urethra  is  generally 
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secondary  to  a  prior  invasion  of  the  vagina,  where  the  gono- 
cocci  have  expended  the  greatest  \drulence.  In  the  majority 
of  cases  of  specific  vaginitis  treated  by  recent  methods  the 
disease  does  not  extend  to  the  urethra  at  all,  and  when 
present  generally  is  of  short  duration.  WTiile  specific 
urethritis  may  produce  stricture,  it  must  be  an  infrequent 
cause,  and  is  not  the  important  factor  claimed  for  it  by 
Herman'  and  by  Fissiaux.^  I  name  these  authors  because 
they  are  so  frequently  referred  to  by  writers  even  at  the 
present  day.  Traumatism,  the  other  factor  alleged  by  the 
authors  and  duly  followed  by  others,  is  next  in  frequency. 
Injury  to  the  urethra  sufficient  to  cause  obstruction  is  not  a 
true  stricture.  This  may  appear  like  splitting  hairs,  but 
when  it  comes  to  the  treatment  it  will  at  once  appear  to 
have  considerable  value.  All  gynecologists  know  that  injury 
to  the  urethra  from  parturition,  unless  it  produce  fistula,  is 
extremely  rare.  In  thirty  years  of  gynecologic  surgery  I 
cannot  recall  a  case.  Injury  from  other  causes  have  occa- 
sionally been  met  with.  In  one  case  the  urethra  was  severed 
transversely  with  a  severe  lacerated  wound  to  near  parts, 
requiring  many  Ugatures  to  pumping  vessels,  which  healed 
without  causing  stricture.  In  another  case  the  woman  fell 
upon  a  small  stick  which  penetrated  the  pelvis,  tearing  one 
side  of  the  urethra  lacerating  the  vesicovaginal  septum. 
In  this  case  stricture  did  not  follow  repair  and  healing  of 
the  urethra. 

The  point  in  contention  is  the  existence  and  clinical 
importance  of  stricture  of  large  caliber  in  women.  This  is 
a  condition  so  easily  proven  that  it  appeals  to  one's  sense  of 
the  ludicrous  that  there  should  be  any  dispute  upon  the 
subject  at  all.  This  difference  of  opinion  turns  upon  the 
method  of  exploration.  Even  our  best  writers  do  not  advo- 
cate a  method  of  exploration  that  will  bring  out  the  facts. 

'  Transactions  of  London  Obstetrical  Society,  1887,  p.  27. 
'  Annales  de  GjTi^cologie,  January  and  March,  1879. 
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Kelly  advises  that  the  urethra  "be  calibrated  with  bougies." 
Skene,  following  Winckel,  directs  "that  the  passage  be 
explored  with  the  sound,  using  one  so  large  that  it  will  not 
pass,  thus  locating  it,  and  then  by  using  a  sound  that  will 
pass  through  it  the  extent  of  the  obstruction  may  be  known." 
By  this  method  of  exploration  you  would  learn  the  caliber 
of  the  obstruction,  but  you  would  never  know  when  you  had 
passed  through  and  reached  the  proximal  side.  If  general 
surgeons  were  to  write  upon  male  stricture  and  ad\-ise  such 
a  method  of  exploration  there  would  be  very  few  strictures 
that  we  would  know  much  about.  It  is  by  methods  such  as 
described  that  the  period  of  error  has  been  prolonged.  There 
was  a  time  wathin  the  memory  of  many  of  us  when  our 
knowledge  of  stricture  of  the  male  urethra  was  rudimentary, 
concerning  which  careful  instructions  had  been  given  for 
generations.  Then  came  a  time,  however,  when  by  the  use 
of  instruments  of  precision  we  gained  a  more  perfect  and' 
wider  range  of  knowledge.  Pre\-ious  to  this  period  the 
general  surgeon  gave  about  the  same  instruction  concerning 
exploration  of  the  male  urethra  that  Dr.  Skene  has  given 
for  that  of  the  female.  It  cannot  be  disputed  that  so  far  as 
stricture  of  the  female  urethra  is  known  and  treated  it  stands 
to-day  where  the  surgery  of  the  male  urethra  did  a  genera- 
tion ago.  I  date  our  present  knowledge  of  stricture  in  the 
male  of  large  and  small  cahber,  their  number,  location,  and 
extent,  their  consistency  and  dilatability,  together  with  the 
caliber  of  the  passage  yet  in  a  normal  condition,  to  the  inven- 
tion and  general  use  of  the  exploratory  bulbs  and  urethro- 
meter.  If  we  trust  urethral  exploration  to  the  sound  we 
simply  learn  that  we  have  to  deal  with  a  narrowed  passage 
and  we  overlook  obstructions  of  large  caliber  entirely; 
whereas,  if  we  explore  with  the  bulbs  we  learn  not  only  all 
that  the  sound  can  reveal,  but  also  the  extent  and  number 
of  the  constricted  points,  their  firmness  and  dilatability,  and 
the  differential  diameter. 

I  do  not  think  my  contention  an  unreasonable  one  when 
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I  state  that  the  female  urethra  demands  the  same  care  and 
exactitude  of  exploration  that  we  give  to  the  male  parts, 
and,  if  made  with  equal  care,  the  average  clinician  will  be 
convinced  of  the  existence  of  strictures  of  large  caliber  in 
women. 

Some  attention  has  been  given  to  the  subject :  what  is  ihe 
normal  lumen  of  the  female  urethra?  I  do  not  understand 
how  a  solution  of  this  question  can  throw  any  more  light 
upon  a  strictural  condition  than  a  knowledge  of  the  average 
diameter  of  the  vagina  would  aid  us  to  an  understanding 
of  an  atresia  of  that  passage.  The  question  is  not  the  normal 
diameter  of  any  particular  passage,  but  is  it  free  from  con- 
tracting bands  or  inflammatory  deposits  that  diminish  its 
size,  be  it  large  or  small?  The  extreme  dilatabiUty  of  the 
female  urethra  gives  less  need,  than  in  the  male,  to  establish 
the  law  of  average.  In  my  own  observations  to  test  the 
caliber  of  the  normal  urethra  I  noticed  the  liability  to  error 
from  the  extreme  dilatability  of  the  passage  when  in  a  healthy 
condition — an  error  more  difficult  to  guard  against  when 
using  the  urethrometer  than  the  bulbs.  I  have,  therefore, 
abandoned  exact  measurement  for  the  exploring  bulbs, 
and  have  always  found  them  a  safe  guide  in  detecting  con- 
stricting bands.  In  exploring  for  narrow  constricting  bands 
use  a  bulb  equal  to  the  full  capacity  of  the  normal  urethra 
when  it  will  slip  over  narrow  obstructions.  Sometimes  the 
bands  are  arranged  in  groups,  and  the  bulb  will  slip  along 
in  a  series  of  jerks;  but  usually  one  or  two  obstructions  are 
found  in  the  middle  to  the  outer  third  of  the  passage.  The 
lumen  of  the  normal  urethra  is  not  the  same  throughout  its 
length.  It  is  contracted  at  the  meatus,  expanded  in  the 
middle  portion,  and  contracts  again  toward  the  bladder, 
hence  the  bulb  will  move  with  more  freedom  in  one  portion 
of  the  urethra  than  another.  Symptoms  of  functional  dis- 
turbance due  to  stricture  have  their  periods  of  exacerbation 
and  intermission.  A  patient  will  give  a  history  of  dysuria 
with  intervals  of  rehef  lasting  for  days  or  even  weeks.    Often 
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times  the  patient  rises  in  the  morning  in  a  comfortable  con- 
dition, with  a  renewal  of  the  urinary  symptoms  during  the 
latter  part  of  the  day.  The  control  is  sometimes  impaired, 
the  patient  being  obliged  to  promptly  respond  to  the  inclina- 
tion. In  strictures  of  large  caliber  the  symptoms  do  not 
appear  to  depend  upon  the  extent  to  which  the  lumen  of  the 
canal  is  encroached  upon,  but  rather  upon  the  degree  of 
irritation  existing. 

The  form  of  stricture  most  frequently  met  with  and  one 
that  causes  the  most  active  symptoms  is  the  annular  stric- 
ture of  the  meatus.  It  is  a  firm  ring  situated  at  the  verge  of 
the  opening.  It  offers  quite  a  solid  resistance  to  the  intro- 
duction of  the  exploring  bulb,  which  sometimes  has  to  be 
pressed  firmly  against  the  contraction  before  it  jdelds,  and, 
what  is  even  more  characteristic,  offers  about  an  equal  resist- 
ance on  withdrawal.  It  is  generally  necessary  to  dilate  the 
stricture  to  the  normal  size  in  order  that  a  bulb  may  be 
passed  to  test  the  condition  of  the  urethra  farther  up.  The 
dilatation  of  the  stricture  at  the  meatus  is  painful.  It  is 
better  to  divide  the  obstruction  and  keep  it  dilated  until  the 
incision  heals,  as  the  tendency  to  contract  is  fully  equal  to 
its  dilatability.  Very  small  strictures  near  the  meatus  are 
rare,  as  the  meatus  becomes  involved  later.  These  strictures 
more  often  cause  retarded  flow  than  I'etention.  Women  are 
so  frequently  the  subject  of  urethral  and  bladder  sjTuptoms 
that  the  condition  is  nearly  always  explained  otherwise. 
What  in  man  would  lead  to  a  urethral  exploration,  even  on 
the  part  of  a  very  ordinary  surgeon,  is  overlooked  in  women, 
except  in  cases  of  exceptional  severity. 

A  condition  is  sometimes  met  with  which  is  usually 
described  as  eversion  of  the  mucous  membrane  at  the 
meatus.  This,  in  my  opinion,  is  a  form  of  stricture.  Cases 
treated  as  such  have  made  lasting  recoveries.  Its  proto- 
type in  the  male  is  the  fusiform  stricture  of  Otis.  In  women 
it  is  met  with  as  a  rolling  out  of  the  mucous  lining  which 
presents  at  the  meatus  as  a  red,  irritable  margin.     A\Tien  a 
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bulb  that  will  pass  the  opening  is  introduced  the  mem- 
brane is  pushed  before  it,  the  resistance  ceasing  when  the 
bulb  passes  the  ring.  On  withdrawing  it  its  shoulder  is 
caught  by  the  ring  of  mucous  membrane,  which  is  drawn  out 
to  its  former  position  and  gives  considerable  resistance  to 
the  withdrawal.  All  of  these  obstructions  at  the  meatus 
are  more  frequently  met  with  in  married  women  at  or  past 
middle  life.  I  have  been  led  to  believe  by  a  careful  study  of 
the  condition  that  the  functional  use  of  the  parts  is  the  most 
frequent  cause. 

Polypoid  growth  of  the  urethra  must  be  comparatively 
rare.  In  thirty  years,  during  the  latter  part  of  which  period 
conditions  of  the  urethra  and  bladder  received  careful  atten- 
tion, I  have  seen  but  two  cases.  Both  of  these  were  of  the 
mucous  type.  Cases  in  which  the  fibroid  element  predom- 
inated must  be  still  more  rare.  From  a  histologic  point  of 
\'iew  this  would  be  a  logical  conclusion,  as  it  would  be  diffi- 
cult for  a  neoplasm  at  this  point  to  become  a  fibroid  deriva- 
tion. Both  of  my  cases  passed  through  the  Hands  of  very 
competent  surgeons.  One  had  its  origin  near  the  neck  of 
the  bladder.  The  urinary  stress  had  been  of  a  most  painful 
character  for  many  months.  The  second  case  showed  itself 
as  a  very  vascular  tubercle  in  the  cleft  of  the  meatus,  which 
had  been  cauterized  repeatedly.  It  was  removed  by  a  slender 
probe-pointed  scissors  which  snipped  the  pedicle  deeply 
in  the  surrounding  mucous  membrane.  There  was  no  return 
of  the  growth. 

Caruncle  of  the  urethra  is  a  common  occurrence.  An 
instance  of  this  growth  as  figured  by  Kelly  in  Plate  IV., 
Vol.  I.,  of  his  work  I  have  never  seen,  and  I  conclude,  which 
may  be  wrong,  that  the  perpendicular  form  of  the  growth 
is  not  so  frequently  met  with.  Those  that  I  have  seen  were 
attached  by  a  broad  base  to  the  margin  of  the  urethra,  some- 
times in  clusters,  but  more  often  discrete.  Cases  in  which 
there  is  dysuria,  a  condition  very  commonly  found  at  the 
meatus,  may  lead  the  inexperienced  observer  into  a  mistake. 
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I  refer  to  the  tabs  or  flaps  that  very  frequently  occur  at  this 
point.  They  appear  as  duphcatures  of  the  mucous  mem- 
brane, and  are  pale  and  insensitive.  They  show  a  great 
variety  of  forms.  Sometimes  there  is  but  one  flap  attached 
to  the  lower  margin,  and  often  bifurcated,  or  lateral  to  the 
opening,  which  gives  it  a  ramiform  shape.  They  ofl'er  no 
obstacle  to  the  escape  of  urine  and  do  not  harm.  Under 
the  condition  stated  I  have  known  these  to  be  scissored  away 
under  the  idea  that  they  were  caruncles.  In  remo\ang  car- 
uncles, although  they  bleed  freely  at  first,  especially  when 
growing  above  the  meatus,  yet  I  have  never  seen  a  case  that 
firm  pressure  would  not  relieve.  Unless  the  scissors  are 
applied  deeply  at  the  base,  these  growths  may  recur.  If, 
however,  removal  is  complete,  the  cure  is  efi'ectual. 

Malignant  disease  of  the  urethra  is  fortunately  rare  in  its 
primary  form.  One  case  that  I  had  an  opportunity  to 
observe  in  its  later  form  began  at  one  side  of  the  promi- 
nence of  the  urethra,  invaded  the  meatus,  and  extended 
downward  into  the  clitoris  and  nymphse.  Several  surgeons 
who  saw  it  called  it  tuberculous.  It  was,  however,  an  epi- 
thelioma of  the  adenoid  type.  It  was  removed  by  a  free 
dissection  of  the  urethra  clitoris  and  nymphae,  leaving  quite 
a  surface  to  granulate,  as  it  coidd  be  but  partly  covered  by 
a  flap.  The  disease  continued,  the  patient  dying  three 
months  after  the  operation. 

Secondary  cancer  of  the  urethra  is  more  commonly 
observed.  Cancerous  infiltration  of  the  anterior  vaginal 
wall  from  disease  located  in  the  cervix  uteri  is  the  more 
frequent  form.  These  cases  have  no  interest  to  the  sur- 
geon, except  from  the  anxiety  that  he  cannot  help  feeling 
lest  the  urethra  becomes  closed  by  the  diseased  mass  of 
infiltrated  tissue  about  it.  This  I  have  never  seen  occur. 
It  is  surprising  how  well  the  urethra  preserves  its  function 
in  these  cases.  Even  dribbHng  does  not  often  occur,  and 
micturition  may  be  painless.  I  have  more  often  seen  this 
vaginal  extension  of  the  disease  with  implication  of  the  outer 
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surface  of  the  urethra  in  cases  of  recurrence  of  the  disease 
after  hysterectomy  than  when  this  operation  was  not  done. 
Other  varieties  of  malignant  disease  of  the  urethra  I  have 
not  seen. 


DISCUSSION. 


Dr.  Thomas  J.  Watkins. — These  valves  of  the  urethra, 
which  Dr.  Dickinson  has  described,  are  not  remnants  of  the 
hymen.  There  is  no  relation  between  the  size  of  these  valves 
and  the  size  of  the  caruncular  myrtiformes.  In  fact,  one  fre- 
quently sees  rather  large  urethral  valves  where  there  are  little 
or  no  remnants  of  the  hymen.  The  urethral  valves  may  be 
bilateral  or  there  may  be  a  single  valve  with  or  without  a  slit 
along  the  median  hne  posterior.  There  is  no  doubt  that  the 
valves  over  the  female  urethra  are  analogous  to  the  small 
mucous  folds  found  in  the  male  urethra  at  the  meatus,  and 
that  their  function  is  solely  one  of  protection  to  the  urethra. 

As  regards  the  diagnosis  of  infection  of  Skene's  urethral 
glands,  I  would  direct  attention  to  a  paper  that  I  read  some 
two  years  ago  entitled  "Notes  upon  the  Diagnosis  of  the 
More  Common  Gynecologic  Diseases.'"  Frequently  one  of 
these  valves  is  much  larger  than  the  other,  and  I  contend  that 
the  unequal  size  of  the  two  valves  is  diagnostic  of  infection. 
One  can  palpate  the  glands  by  engaging  the  gland  between 
the  palmar  surface  of  the  finger,  and  pubic  bone.  I  take 
it,  that  the  enlargement  of  the  distal  portion  of  the  urethro- 
vaginal septum  is  always  the  result  of  infection,  and  that 
hypertrophy  is  also  the  result  of  infection;  that  consequently 
a  thickening  of  the  urethrovaginal  septum  is  nearly  always 
diagnostic  of  an  infection. 

Disease  of  this  part  of  the  urethrovaginal  septum  does  not 
produce  incontinence,  because  the  structures  that  give  control 
to  the  bladder  are  located  at  the  neck  of  the  bladder.  In- 
continence of  urine  in  the  cases  under  discussion  is  the  result 
of  a  downward,  and  not  a  backward,  displacement  of  the 
urethra  in  the  cases  that  have  come  under  my  observation. 

'  Journal  Am.  lied.  Association,  1900. 
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As  regards  the  treatment  of  infected  Skene's  glands  I  have 
obtained  ideal  results  by  incision  of  all  the  tissue  between  the 
lumen  of  the  gland  and  the  vaginal  canal,  and  by  excision  or 
by  thorough  cauterization  of  the  diseased  mucosa. 

I  am  inclined  to  disagree  with  Dr.  Van  de  \Yarker  relative 
to  prolapsus  in  these  cases,  as  on  examination  of  a  large 
number  of  dispensary  patients  and  C{uite  a  number  of  patients 
in  private  practice  I  have  almost  never  detected  backward 
displacement  of  the  urethra.  The  displacement  is  always 
downward.  If  one  desires  to  restore  a  prolapsed  urethra  to  its 
normal  location,  in  these  cases,  they  cannot  do  it  by  pressing 
the  urethra  against  the  pubic  bone,  but  restoration  of  the 
urethra  to  its  normal  location  is  accomplished  by  pressing  the 
urethra  upward  toward  the  cervix. 

It  seems  to  me  that-  the  ideal  result  in  the  operative  treat- 
ment of  urethral  prolapse  is  obtained  by  a  bilateral  denudation 
and  suture  which  I  reported  some  eight  or  ten  years  ago  in 
the  American  Journal  of  Obstetrics  and  in  the  American  Jour- 
7ml  of  Gynecology. 

Dr.  Charles  P.  Noble. — I  wish  to  adhere  to  the  subject  as 
closely  as  possible.  I  read  a  paper  by  Dr.  Dickinson  which 
dealt  with  the  relation  between  these  structures  and  hyper- 
trophy of  the  nymphfe  from  masturbation.  Dr.  Dickinson's 
paper  on  hypertrophy  of  the  nymphse  came  out  some  time 
ago,  and  shortly  after  it  two  young  women  with  hyper- 
trophy of  the  nymphfe  consulted  me.  Being  impressed  with 
the  doctor's  accuracy  of  observation,  I  committed  the  in- 
discretion of  discussing  this  subject  with  these  two  young 
women,  and  they  promptly  called  me  down.  Both  of  them 
vehemently  denied  any  imputation  that  they  had  ever  been 
guilty  of  masturbation.  Shortly  after  that  three  neurasthenic, 
nervous  women  consulted  me,  and  I  could  find  no  explanation 
for  the  symptoms,  but  each  of  them  voluntarily  told  me  that 
she  had  been  a  masturbator  since  she  was  sLx  years  of  age,  and 
in  these  three  cases  the  nymphse  were  below  the  normal  type  in 
size.  I  concluded,  so  far  as  my  ability  to  make  a  diagnosis  of 
masturbation  from  the  size  of  the  nymphre  was  concerned,  I 
was  not  successful. 

With  reference  to  the  treatment  of  these  eversions  of  the 
urethra,  I  have  been  in  the  habit  of  treating  them  in  one  of 
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two  ways.  Where  the  eversion  was  not  extreme  I  have  suc- 
ceeded with  the  cautery  wire,  such  as  nose  doctors  use  to  cau- 
terize the  inferior  turbinated  body,  in  making  one  or  two 
longitudinal  cauterizations,  and  in  cases  which  were  extreme 
I  have  usually  amputated  the  lower  end  of  the  urethra.  In 
one  or  two  cases  the  eversion  was  extreme.  In  one  in  particu- 
lar the  entire  urethra  up  to  the  bladder  was  everted  and 
sloughing,  so  that  it  was  plain  that  if  the  patient  was  treated 
by  amputating  the  mass  there  would  be  no  urethra  left.  I, 
therefore,  made  longitudinal  incisions,  removing  some  of  the 
sloughing  tissue,  pushed  the  urethra  back  in  situ,  stitched  it 
in  place,  and  got  a  good  result. 

Dr.  a.  H.  BrcKMASTER. — I  do  not  believe  in  using  the  cau- 
tery in  erectile  or  semi-erectile  tissue  like  that  found  in  the 
urethra.  The  burn  is  followed  by  reflex  symptoms,  distortion 
of  the  meatus,  and  by  scars  which  are  an  invitation  for  the 
formation  of  cancer.  I  do  not  see  how  any  intelligent  man  can 
deny  the  close  relation  between  scar  tissue  and  cancer.  If  it  is 
necessary  to  cut  away  the  tissue  about  the  mouth  of  the 
urethra  it  can  best  be  done  with  a  pair  of  fine  scissors.  By 
their  use  you  can  take  exactly  what  you  want,  to  take.  By 
stitching  the  wound  up  afterwards  with  a  small  round  needle 
no  raw  surface  is  left  to  granulate.  A  not  uncommon  cause  of 
vesical  irritation  is  a  thickening  of  the  urethral  mucous  mem- 
brane due  to  hypertrophy  and  congestion.  This  thickened 
mucous  membrane  may  in  time  obstruct  the  passage  so  that  we 
may  have  the  same  symptoms  that  we  have  with  an  enlarged 
prostate.  The  cause  of  the  condition  is  the  advancing  child's 
head  in  labor.  It  catches  the  mucous  membrane  against  the 
sjTnphvsis  and  skins  it  off  its  submucous  bed.  There  may  or 
may  not  be  a  tear.  The  result  is  a  rosette  of  swollen  and  hyper- 
trophied  mucous  membrane  at  the  opening  of  the  urethra  that 
is  called  a  "urethral  caruncle."  It  is  properly  a  "urethral 
hemorrhoid."  This  is  of  course  not  the  only  cause  for  vesical 
irritation.  It  occurs  in  neurotic  patients  without  any  physical 
basis  just  as  disturbances  of  function  occur  in  other  organs  of 
such  patients. 

Inflammation  is  another  cause  and  a  common  one.  I  do 
not  mean  inflammation  of  the  wall  of  the  bladder,  which  is 
rare   unless  produced  by   the  physician,  but  inflammation    of 
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what  I  call  the  posterior  band.  Contrary  to  the  books  on 
anatomy  the  uterus  has  but  two  supports.  One  is  the  anterior 
band,  which  is  triangular  in  shape  and  includes  all  the  tissues 
that  bind  the  uterus  to  the  anterior  wall  of  the  abdomen  and 
pelvis.  It  is  composed  of  peritoneum,  the  walls  of  the  bladder, 
the  urethra  and  the  anterior  vaginal  wall.  It  is  very  strong 
and  unyielding  on  account  of  the  large  amount  of  fibrous  tissue 
it  contains.  The  other  support  is  the  posterior  band.  This 
includes  all  the  tissue  that  ties  the  uterus  to  the  posterior  wail 
of  the  pelvis.  It  is  composed  of  the  peritoneum  and  the  utero- 
sacral  ligaments.  It  is  very  elastic  and  allows  the  cervLx  to  be 
pulled  to  the  vulva  without  harm.  Inflammation  of  the  tubes 
or  the  ovaries  causes  this  band  to  become  filled  with  fluid  and 
like  a  rope  in  this  condition  it  shortens.  You  can  prove  this 
by  examining  a  patient  with  such  an  inflammation  and  note 
how  the  uterus  is  drawn  high  up  in  the  pelvis.  As  the  inflam- 
mation becomes  less  the  uterus  may  be  felt  to  be  lower  and 
lower.  The  difference  is  perceptible  from  day  to  day  as  the 
patient  improves.  Now,  pulling  on  the  posterior  band  will 
pull  on  the  anterior  band  and  in  time  the  neck  of  the  urethra 
will  be  involved  in  the  strain.  This  is  followed  b}'  vesical  irri- 
tation. 

The  statement  may  be  proved  by  seizing  the  cer\-ix  with  a 
tenaculum  and  drawing  on  it  vigorously  and  the  same  vesical 
uneasiness  will  be  complained  of. 

It  seems  like  a  paradox  to  say  that  elongation  of  the  poste- 
rior band  will  also  produce  vesical  irritation,  but  such  is  the 
fact.  If  a  woman  is  on  the  back  and  there  is  elongation  of  the 
posterior  band,  the  uterus  will  sink  in  the  pelvis  and  a  full 
bladder  will  carry  the  fundus  backward.  There  is  nothing  to 
make  it  return  when  the  bladder  empties  and  it  stays  there  sub- 
ject to  the  downward  thrust  of  the  abdominal  pressure.  The 
uterus  will  become  congested  and  heavy,  and  in  this  way  may 
drag  on  the  neck  of  the  bladder,  producing  vesical  irritation. 
There  are  other  causes  for  vesical  irritation  which  time  will  not 
permit  me  to  mention. 

When  the  mucous  membrane  is  too  voluminous  Emmet  slits 
a  hole  in  the  urethra,  and,  drawing  through  the  excess,  cuts  it 
off  and  thus  disposes  of  it.  I  have  in  a  recent  case  been  some- 
what more  radical.    I  have  opened  the  whole  canal  to  the  neck 
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of  the  bladder,  taken  in  the  slack  and  then  brouijht  the  edges 
together  with  entire  rehef  of  the  symptoms. 

Dr.  L.A.PTHORN  Smith. — I  take  the  view,  as  I  think  most  of 
you  do,  that  the  condition  of  the  urine  has  a  great  deal  to  do 
with  the  production  of  this  irritation  about  the  mouth  of  the 
urethra.  Frequently  professional  friends  of  mine  have  sent  me 
patients  and  asked  me  to  examine  them  for  diseases  of  the 
urethra.  On  examination  the  mouth  of  the  urethra  has  been 
found  inflamed  and  there  has  been  a  ring  of  prolapsed  mucous 
membrane,  but  after  a  trial  of  a  week  or  two  in  making  the 
urine  non-irritating  this  trouble  has  disappeared.  I  find  that 
when  these  patients  come  to  me  the  urine  is  excessively  acid 
and  very  irritating,  and  when  I  teach  them  to  drink  a  good 
deal  of  water  and  put  them  on  alkaline  treatment  the  trouble 
disappears,  and  as  the  urine  becoines  mild  or  alkaline  so  the 
inflammation  about  the  urethra  disappears  and  the  extruded 
membrane  returns  to  its  normal  condition.  I  oppose  the  use 
of  the  cautery  in  these  cases,  because  we  should  not,  if  possible, 
permit  cicatricial  tissue  about  the  genital  organs.  I  would 
rather  make  a  clean-cut  incision  in  attacking  the  lower  ring 
of  the  urethra,  or  open  up  the  urethra  and  remove  the  patho- 
logic condition  in  that  way. 

I  have  had  two  cases  of  primary  epithelioma  of  the  urethra 
during  the  last  year.  I  removed  them  completely,  also  a  fair 
margin  of  healthy  tissue  about  them,  and  the  patients  are  well 
to-day.  I  would  strongly  urge  the  trial  of  mild  measures  in  these 
cases  before  resorting  to  more  radical  ones. 

I  have  had  several  cases  of  polypi  of  the  urethra  which  were 
easily  removed,  and  in  these  there  was  a  history  of  long- 
continued  acid  urine. 

Dr.  B.^che  McE.  Emmet. — While  the  ground  for  the  re- 
marks I  wish  to  make  has  been  partially  covered  by  some  of 
the  preceding  speakers,  still  I  wish  to  say  a  few  words  in  con- 
nection with  these  papers. 

With  regard  to  the  bladder  symptoms  in  these  cases,  they 
are  often  attributed  to  a  wrong  cause  or  causes,  and  when  they 
present  themselves,  as  Dr.  Smith  has  said,  we  have  to  deal 
with  them  as  best  we  can.  It  is  best  to  deal  with  them  locally 
and  endeavor  to  remove  the  cause  on  which  they  depend.  If 
I  may  be  allowed,  I  will  make  a  drawing  with  a  view  to  illus- 
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trating  and  bringing  out  more  forcibly,  if  possible,  the  point  I 
desire  to  make.  If  we  take  this  (pointing  to  a  diagram  on  the 
blackboard)  to  be  the  pubic  bone,  and  this  (indicating)  as  the 
sacrum,  and  imagine  here  throughout  the  proper  plane  we  have 
the  bladder  and  the  uterus  more  or  less  in  this  position  (indi- 
cating), and  then  keep  in  mind  what  the  structures  are,  bowel 
behind  and  peritoneum  with  its  folds,  we  find  in  most  cases, 
except  in  those  mentioned  by  Dr.  Van  de  Warker,  whercsaccu- 
lation  is  present,  more  or  less  destruction  of  the  parts,  depend- 
ent more  or  less  on  injuries  sustained  during  parturition.  The 
best  method,  I  believe,  consists  in  bringing  the  parts  together, 
including  the  mucosa,  taking  into  account  the  benefit  to  be 
gained  by  maldng  a  buttonhole  operation.  Having  united  the 
parts  in  the  manner  described  here  (referring  to  illustrations 
on  the  blackboard),  the  hypertrophy  can  be  very  much  dimin- 
ished, the  parts  restored  to  a  healthy  condition,  and  the  fistu- 
lous opening  in  the  base  of  the  urethra  can  be  closed. 

In  the  hysteric  bladder,  or  neuroses  generally,  much  will 
depend  upon  remnants  of  old  inflammation  of  the  tube  or 
tubes,  as  Dr.  Buckmaster  has  referred  to.  In  holding  the 
bladder  more  or  less  in  a  dependent  position  the  uterus  moves 
with  it.  When  the  bladder  fills,  the  uterus  recedes  or  is  pushed 
back.  When  the  bladder  empties,  the  uterus  comes  forward, 
and  the  bladder  is  held  by  the  uterosacral  ligaments  and 
fascia  here  (indicating),  so  that  when  these  parts  become  re- 
laxed there  is  a  certain  amount  of  descent  of  the  uterus,  and 
this  certainly  has  an  effect  upon  preventing  the  complete 
emptying  of  the  bladder.  There  is  a  lack  of  power  or  of 
abdominal  force  from  above,  and  this  is  of  some  import.  As 
the  muscular  structure  of  the  bladder  is  brought  into  play  in 
these  cases,  hypertrophy  is  likely  to  occur,  setting  up  possibly 
a  urethritis  which  is  only  a  symptom  first.  If  we  build  here 
(indicating)  cellular  tissue  in  connection  with  the  uterus,  we 
should  also  have  some  of  it  in  the  peritoneum  behind.  There 
is  a  good  deal  of  inflammation  resident  in  these  parts  from  old 
pelvic  disease,  and  there  must  be  necessarily  a  certain  amount 
of  mobility  of  the  uterus.  It  puts  the  bladder  at  a  great  disad- 
vantage. Great  effort  is  made  to  cure  these  cases  of  bladder 
trouble  in  this  way  by  building  up  the  perineum  properly  and 
inserting  a  pessary    which    will   carry  the  cervix   back  in  its 
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proper  position,  and  by  raising  the  uterus  to  its  proper  level 
the  bladder  will  be  much  improved. 

Dr.  Walter  P.  Manton. — There  is  one  point  in  connection 
with  the  sacculated  urethra  that  I  desire  to  speak  of.  I  have 
found  that  a  small  piece  taken  out  of  the  anterior  vaginal  wall, 
as  pointed  out  by  Dr.  Dickinson,  has  relieved  symptoms  in 
the  majority  of  cases,  but  not  in  all. 

About  a  year  ago  I  had  a  patient  whom  I  treated  in  various 
ways.  I  performed  this  operation  with  only  partial  relief,  and, 
at  my  wits'  end  to  know  what  to  do,  I  did  Reynolds'  operation 
for  cystocele.  In  this  case  there  was  only  -slight  sagging  of 
the  anterior  vaginal  wall,  and  no  cystocele.  But  the  operation 
was  successful  in  that  the  patient  was  entirely  relieved  of  the 
symptoms  of  which  she  had  complained  for  several  years.  As 
the  result  of  this  operation  the  upper  portion  of  the  urethra, 
with  the  neck  of  the  bladder,  was  drawn  up,  and  relief  of  the 
s\Tiiptoms  followed. 

Dr.  Howard  A.  Kelly. — I  am  much  interested  in  the  sub- 
ject to  which  Dr.  Dickinson  has  directed  our  attention,  and 
I  have  already  had  a  journalistic  tilt  with  him  over  this  matter. 

I  find  it  very  difficult  to  question  my  patients  about  mastur- 
bation. Once  in  a  while  they  come  to  me  and  confess  the 
practice  and  once  in  a  while  I  have  timidly  ventured  to  ask  about 
it;  the  result  is  that  my  experience  is  but  small.  My  conclu- 
sion, however,  regarding  the  differences  in  regard  to  Dr.  Dick- 
inson's and  my  differing  views  in  regard  to  urethral  labia  is 
that  he  is  speaking  of  one  thing  while  I  am  talking  about  an 
entirely  different  matter. 

I  was  struck  with  the  fact  that  the  urethra  had  definite  labia 
when  living  in  Philadelphia  over  fifteen  years  ago,  at  which 
time  I  made  a  number  of  sketches,  and  seeing  the  word 
"labia"  in  Skene's  little  book  on  the  Urethra,  I  wrote  and 
asked  him  what  he  meant  by  the  term;  I  asked  him  whether 
he  simply  meant  the  rounded  margins  of  the  urethral  orifice, 
and  he  replied  that  he  meant  just  that  and  nothing  else. 

Luschka,  with  characteristic  clearness,  yet  not  fully  describing 
these  little  organs,  refers  to  them  in  his  Anatomy.  I  first  de- 
scribed them  in  the  last  century  in  the  Twentieth  Century  Prac- 
tice of  Medicine,  published  by  William  Wood    &  Co. 

I  am  certain  that  these    labia   of    the    urethra    are  normal 
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anatomic  structures,  and  are  not  in  any  way  associated 
with  masturbation.  The  structures  to  which  I  refer  are  deli- 
cate, flexible,  slender,  sharp-edged,  projectin,rr  mucous  folds, 
not  in  the  least  thickened  or  altered  anatoiiiically,  similar  in 
character  to  the  virginal  hymen. 

If  you  will  permit  a  blackboard  diagram  (drawing),  at  the 
first  inspection  these  urethral  labia  appear  as  convenient  folds 
covering  the  orifice.  Then,  if  you  put  a  trivalve  speculum  in 
the  vagina  and  open  it  they  open  widely  exposing  the  urethral 
orifice.  If  you  -ntroduce  a  speculum  into  the  urethra,  these 
folds  lie  over  the  sides  of  the  speculum  and  can  be  seen  very 
well  in  profile.  I  know  nothing  of  the  hypertrophies  associated 
with  masturbation  spoken  of  by  Dr.  Dickinson.  These  are 
definite  anatomic  structures,  and  as  far  as  I  know  have  noth- 
ing whatever  to  do  with  masturbation. 

With  regard  to  Dr.  Van  de  Warker's  paper  one  of  the  most 
important  questions  of  to-day  is  how  best  to  deal  with  a  uri- 
nary incontinence  developing  in  women  from  forty  years  of 
age  upward,  and  while  certain  simple  methods  of  operation, 
such  as  raising  the  vaginal  floor,  cy.stocele  operations,  the  wear- 
ing of  a  pessary,  an  oval  resection  under  the  urethra,  are  at 
times  successful,  I  have  not  found  them  satisfactory  in  the 
majority  of  cases.  I  have  adopted  the  following  plan  with 
extreme  satisfaction  in  several  instances:  the  exposure  of  the 
anterior  vaginal  wall,  a  longitudinal  incision  over  the  internal 
orifice  of  the  urethra,  which  is  then  dissected  away  from  the 
vagina.  Having  detached  the  vagina  from  the  urethra  and  the 
bladder  in  this  way,  and  exposed  the  entire  neck  of  the  bladder, 
up  at  the  sides  as  well,  I  then  pass  three  buried  fine  silk 
sutures  on  either  side  to  pin  the  urethra  and  the  neck  of  the 
bladder  up  behind  the  .symphysis  in  its  normal  position,  so  as 
to  prevent  downward  displacement  and  outward  rotation  of  the 
urethra.  In  addition  to  this  I  have  also  taken  great  pains  to 
dissect  out  the  sphincter  at  the  neck  of  the  bladder,  and  fold  it 
on  itself,  using  two  fine  silk  sutures.  In  one  instance  the 
sphincter  was  clearlj'  torn,  as  the  bladder  mucosa  could  be  seen 
as  soon  as  the  vagina  was  dissected  away. 

Dr.  George  Gellhorn. — With  the  permission  of  the 
Society,  I  wish  to  say  a  few  words  bearing  on  the  embryology 
of   the   subject   discussed    in    Dr.  Dickinson's   paper.      Four 
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theories  have  been  advanced  in  order  to  explain  the  development 
of  the  hymen.  The  first  of  these,  advanced  by  Koelliker,  Nagel 
and  others,  ascribes  the  origin  of  the  hymen  to  the  Mtillerian 
ducts.  According  to  the  second  theory,  which  was  propounded 
by  Berry  Hart,  the  hymen  originates  from  the  Wolffian  ducts. 
According  to  the  third  theory,  advanced  by  Schaeffer,  the  hymen 
is  derived  from  both  the  vagina  and  the  vulva.  The  fourth 
theory,  finally,  is  held  by  Pozzi.  This  author  declares  that  at 
about  the  ninteenth  week  of  fetal  life  two  linear  elevations  can 
be  seen  on  either  side  of  the  sinus  urogenitalis.  These  eleva- 
tions, from  which  later  the  hymen  originates,  unite  behind  at 
the  fourchet  and  in  front  below  the  meatus  urinarius  ;  then 
they  surround  the  mouth  of  the  urethra  and  extend  upward  to 
the  base  of  the  clitoris.  The  circular  part  of  the  whole  struc- 
ture around  the  opening  of  the  urethra  represents  the  "  urethral 
hymen "  and  appears  sometimes  as  a  membrane  which  may 
partially  or  even  totally  cover  the  meatus  urinarius.  While 
Pozzi  thus  ascribes  a  common  origin  to  both  the  hymen  proper 
and  the  urethral  hjTnen,  I  draw  from  the  facts  pointed  out  by 
Dr.  Dickinson  the  conclusion  that  this  urethral  hymen  is  but  a 
pathologic  structure  due  to  conditions  arising  after  birth. 
There  arc  other  arguments  against  Pozzi's  theory.  In  a  case 
of  persisting  sinus  urogenitalis  reported  by  Kelly  in  his  Opera- 
tive Gynecology  no  hymen  was  found.  I  myself  had  an  oppor- 
tunity to  examine  seven  fetal  hjTiiens  in  microscopic  sections 
and  not  in  a  single  instance  did  I  find  a  structural  relationship 
between  the  hymen  proper  and  the  "  urethral  hymen."  The 
microscopic  pictures  clearly  demonstrated  that  the  hjTiieneal 
tissue  is  derived  from  the  vagina.  The  connective-tissue  fibers 
of  the  vagina  run  in  a  direct  line  straight  to  the  tip  of  the 
hymen  and  are  more  compact  than  the  loose  connective  tissue 
of  the  vulva.  Only  at  the  sulcus  nymphohymenalis,  a  few 
semicircular  fibers  form  a  connection  between  the  two  tissues. 
In  conclusion,  I  should  say  that  the  "  urethral  hymen "  is  em- 
bryologically  an  entirely  different  structure  from  the  hymen 
proper. 

Dr.  Dickinson. — I  take  flat  issue  with  Dr.  Watkins  regard- 
ing the  matter  of  urethral  labia.  I  will  say,  too,  that  I  have 
never  seen  urethral  labia  of  the  shape  Dr.  Kelly  gives  them. 
Of  course,  there  are  a  variety  of  shapes.     They  become  part 
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of  the  hymen  behind.  Here  is  the  urethral  opening  (refer- 
ring to  drawing),  and  here  is  the  opening  through  the  hymen 
(indicating),  and  the  two  are  invariably  connected.  There 
are  a  few  instances  in  which  a  tear  through  the  hymen  has 
separated  them.  In  all  others  the  connection  is  present.  I 
recall  one  case  of  h\Tiien  as  a  tab  attached  to  and  hanging  from 
the  urethral  labia. 

I  have  found  two  tabs  in  front  of  the  vaginal  opening  running 
up  CO  the  urethral  tab. 

I  did  not  lay  great  stress  on  incontinence.  It  is  irritability 
of  the  bladder  with  which  these  troubles  at  the  meatus' are  con- 
nected. Dr.  Watkins  evidently  is  not  familiar  with  Skene's 
work.     Skene  always  obliterated  these  urethral  glands. 

As  to  the  subject  of  whether  hj-pertrophies  of  the  labia 
minora  and  the  other  changes  which  I  have  carefully  specified 
are  pathologic  and  due  to  friction  and  traction,  it  is  too  large 
to  be  entered  upon  here.  It  will  take  a  dozen  years  for  the  ideas 
on  this  subject  to  percolate. 

As  to  the  other  treatments  necessary  for  irritable  conditions 
about  the  meatus,  it  goes  without  saying  in  this  company  that 
all  medicinal  and  hygienic  measures  should  be  tried  before 
operative  measures  are  undertaken. 

Senile  cystitis  has  been  spoken  of.  Atrophy  of  the  labia 
majora  allows  the  meatus  to  protrude  and  to  become  infected. 
The  meatus  of  the  old  woman  sticks  out  and  is  constantly 
reinfected.  While  we  are  speaking  of  operations  for  incon- 
tinence and  prolapse  of  the  urethra,  I  would  object  to  an 
operation  of  the  kind  Dr.  Kelly  described  as  being  unneces- 
sarily radical  and  invohing  a  large  amount  of  dissection, 
when  much  quicker  and  equally  as  good  results  can  be  ob- 
tained by  ventrofixation  of  the  bladder.  I  have  hung  up  the 
bladder  in  fully  twenty  cases,  and  the  results  have  been 
astonishingly  good.  Ventrofixation  of  the  bladder  can  be  done 
in  women  of  sixty.  In  old  women  we  have  most  trouble  with 
prolapsed  irritable  bladders.  Prolapse  of  the  bladder  can  only 
be  studied  with  the  patient  in  the  standing  position,  and  so 
cases  that  are  suitable  for  ventrofixarion  can  only  be  picked 
after  examining  in  the  standing  position. 

In  reference  to  the  remarks  made  b\'  Dr.  Gellhorn,  the  theory 
of  Pozzi  seems  to  be  the  clearest  of  all  of  them,  and  vet  it  does 


342      SURGERY  OF  THE  FEMALE  URETHRA 

not  apply  to  all  cases.  It  seems  to  explain  the  hjipertrophy  or 
tab  that  is  always  connected  with  the  hymen  itself. 

Dr.  Van  de  Wakker. — Incidentally  in  my  paper,  which  I 
am  sorry  to  say  I  did  not  have  the  opportunity  of  reading  in 
full,  I  referred  to  the  importance  of  these  urethral  hymens, 
so-called,  which  I  simply  called  tabs. 

I  do  not  agree  with  any  of  the  gentlemen  who  have  spoken 
in  regard  to  some  points.  In  the  first  place,  if  you  will  examine 
the  urinary  opening  or  meatus  of  an  infant  girl  you  will  find  it 
distinct  and  coming  together,  constituting  a  different  picture 
from  the  urinary  meatus  of  the  boy.  It  begins  back  clear  to  the 
beginning  when  these  parts  begin  to  assume  their  relative  ana- 
tomic importance.  While  I  will  not  say  that  they  are  con- 
genital, they  are  closely  postcongenital  and  belong  to  the 
early  developmental  anatomic  period,  the  period  of  plasticity. 
I  regard  them  as  simply  subsidiary. 

Dr.  Dickinson,  in  speaking  of  t}'pes,  said  that  he  never  saw 
two  alike.  Their  variety  is  simply  infinite.  Some  are  sessile, 
others  bifurcated,  and  sometimes  they  run  together.  In  other 
instances  they  begin  at  the  upper  margin  of  th^  meatus  and 
drop  down  over  it.  Sometimes  they  begin  in  the  lower  margin. 
I  believe  we  should  eliminate  the  theory  of  their  origin  !rom 
vice.  We  should  regard  them  as  sanitary.  The  urethral 
opening  of  a  woman  is  greatly  exposed  to  infection.  Simply 
a  little  fold  of  the  inner  labia  protects  it.  Outside  of  that 
the  meatus  of  a  woman  has  an  external  part,  and  if  con- 
structed on  the  basis  of  an  open  meatus  it  would  be  constantly 
exposed  to  external  infections.  These  tabs  drop  over  and 
close  it,  except  when  the  part  is  engaged  in  functional  use. 
We  have  an  analogue  of  the  same  condition  in  the  male  in  the 
majority  of  cases  in  the  prepuce,  closing  and  protecting  the 
urinary  tract  from  exterior  infection.  It  is  very  extraordinary 
that  this  thing,  which  we  have  seen  all  our  lives,  has  suddenly 
loomed  into  notoriety  as  .something  new,  when  it  is  as  old  as 
humanity  itself. 

I  regret  to  say  that  the  subject  of  stricture  of  the  urethra  in 
women  was  not  touched  upon,  and  as  Dr.  Kelly  and  I  have  some 
little  matters  to  settle  regarding  that  condition,  as  it  was  not 
brought  up  in  this  discussion,  I  do  not  think  it  is  wise  to  make 
any  allusion  to  it  here. 


THE  TREATMENT  OF  GONORRHEA. 
A  Clinical  Study. 

By  Henrv  T.  Byford,  M.D., 
Chicago. 


That  the  treatment  of  gonorrhea  is  not  satisfactory  is 
proved  by  the  fact  that  new  remedies  are  constantly  being 
sought  for.  No  one  kiiid  of  treatment  is  generally  recog- 
nized as  the  best. 

The  purely  expectant  treatment  has  been  followed  by 
many  from  the  earliest  times  without  having  been  able  to 
successfully  recommend  itself  for  general  adoption.  It  is 
still  employed,  by  some  because  it  is  free  from  many  of  the 
harmful  results  that  have  attended  local  treatment.  In- 
ternal medication  is  more  or  less  efficient  for  the  urethritis, 
but  it  only  modifies  and  shortens  the  course  of  the  inflamma- 
tion, and  does  not  always  prevent  the  sequelae.  In  the  male 
there  is  perhaps  a  chance  for  it,  but  as  the  urethra  con- 
stitutes a  very  unimportant  part  of  the  ^iilnerable  area  in 
the  female,  it  cannot  be  relied  upon  in  gynecologic  practice. 
Local  medication  has  until  recently  been  quite  unsatisfac- 
tory. Astringent  injections  acted  slowly,  and  in  male  ureth- 
ritis were  often  followed  by  stricture,  periurethral  abscess, 
and  the  spread  of  the  infection  to  the  seminal  ducts  and 
bladder.  In  the  female  they  did  not  reach  the  deeper  parts 
nor  prevent  the  spread  of  the  disease.  The  injection  of 
the  silver  salts  has  not  yet  done  what  was  expected.  The 
most  efficient  ones  are,  I  believe,  those  that  are  irritating, 
and  which,  therefore,  have  the  same  objectionable  qualities 
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as  the  astringents  formerly  employed.  The  non-irritating 
silver  salts  are  less  efficient  and  are  slow  in  action  unless 
they  are  used  with  such  frequency  that,  aided  by  the  fre- 
quent passage  of  the  urine,  they  keep  the  germs  pretty  nearly 
all  washed  out,  and  thus  act  by  cleansing  the  urethra  rather 
than  by  promptly  killing  the  gonococci. 

The  desiderata  are  a  remedy  that  will  rapidly  destroy  or 
remove  the  germs  without  doing  injury  to  the  protective 
epitheUum  and  a  method  of  application  that  will  not  carry 
the  germs  to  the  deeper  portions  of  the  genitourinary  tract. 
Practically  it  is  necessary  that  the  patient  should  be  able  to 
carry  out  the  treatment  at  home. 

Since  the  gonococcus  is  not  an  excessively  virulent  germ 
and  rapidly  perishes  when  deprived  of  favorable  condi- 
tions for  its  development,  these  desiderata  ought  to  be 
obtainable. 

A  few  years  ago  prolonged  irrigation  of  the  male  urethra 
with  hot  water  was  found  efficient,  but  proved  to  be  a  prac- 
tical failure,  because  of  the  difficulty  of  carrying  it  out  prop- 
erly. The  surgeon  had  to  personally  give  all  of  the  treat- 
ments, and  could  not  or  did  not  always  give  them  often 
enough.  Besides,  it  was  quite  difficult  for  a  surgeon  to 
administer  the  prolonged  irrigations  properly,  for  they  took 
up  a  great  deal  of  his  time.  I  was  surprised  at  the  good 
results  reported,  and  considered  that  it  effected  the  ideal 
cure.  And  it  occurred  to  me  that  the  same  kind  of  a  cure 
might  be  affected  by  washing  out  the  urethra  with  a  small 
syringe  used  by  the  patient.  Such  large  quantities  of  water 
could  not  be  used,  but  the  urethra  could  be  continuously 
washed  out  thoroughly  for  as  long  a  time  or  longer,  and, 
what  was  a  distinct  advantage,  the  patient  could  repeat  the 
washing  out  much  more  frequently  than  would  be  possible 
by  the  medical  attendant  at  his  office.  In  fact,  it  could  be 
repeated  so  often  and  so  thoroughly  that  the  pus  and  germs 
would  be  practically  all  washed  out,  and  the  treatment  could 
be  repeated  before  they  had  reaccumulated  sufficiently  to 
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invade  new  areas.  This  I  considered  all  the  more  prac- 
ticable, because  the  epithelial  cells  would  not  be  destroyed 
or  injured. 

Reasoning  thus,  I  felt  that  if  a  treatment  was  commenced 
soon  after  an  infective  coitus,  and  continued  for  two  or  three 
days,  the  disease  could  be  aborted,  and  if  begun  later  it  would 
immediately  arrest  the  progress  of  the  infection  along  the 
genital  canal  and  rapidly  eradicate  it  from  the  area  already 
affected.  As  I  was  at  that  time  engaged  in  general  practice, 
I  found  a  few  opportunities  to  try  it  on  the  male.-  j\Iy  expe- 
rience, however,  has  only  been  with  arresting  the  progress 
and  rapidly  curing  the  infection.  I  have  had  no  experience 
in  aborting  it.  My  first  patient  came  to  me  the  day  after 
the  appearance  of  the  discharge.  I  pro^^ded  him  with  a 
glass  ear  syringe,  the  nozzle  of  which  was  enlarged  near  the 
point,  and  showed  him  how  he  should  compress  the  urethra 
firmly  with  the  thumb  and  forefinger  of  his  left  hand  as  far 
back  as  the  pubic  bones  would  allow,  and  then  inject  water 
as  hot  as  could  be  borne  until  the  distal  end  of  the  urethra 
to  the  point  of  compression  was  distended.  I  had  him  hold 
the  water  in  by  keeping  the  nozzle  against  the  urethral  orifice 
for  about  half  a  minute.  The  water  was  then  allowed  to 
run  out,  and  still  hotter  water  immediately  injected.  This 
maneuver  was  repeated  for  ten  minutes.  He  was  directed 
to  employ  this  treatment  every  two  hours  by  day  and  once 
during  the  night.  He  was  advised  to  continue  the  injections 
twenty  minutes  each  time  when  possible.  The  young  man 
was  not  employed  and  had  access  to  running  hot  water  at 
home,  and  carried  out  the  treatment  quite  faithfully.  The 
result  was  surprising.  After  a  few  days  the  discharge  became 
mucous  and  only  showed  itself  in  minute  quantities  after 
the  four  hours'  interval  between  injections.  During  the 
second  week  the  discharge  disappeared  entirely.  After  that 
the  injections  were  used  five  or  six  times  daily  for  another 
two  weeks,  but  not  at  all  during  the  night.  I  directed  him 
to  drink  all  the  water  he  could  and  to  urinate  frequently. 
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By  drinking  before  going  to  bed  he  was  always  awakened 
for  treatment  during  the  night  by  a  desire  to  urinate. 

One  drawback  to  this  treatment  of  male  urethritis  is  that 
men  cannot  always  give  up  the  time  and  cannot  always  get 
the  hot  water.  In  such  cases  I  have  directed  them  to  wash 
out  the  urethra  with  plain  cold  water  then  inject  a  mixture 
of  equal  parts  of  hydrogen  dioxide  and  either  warm  or  cold 
water  five  or  six  times  and  hold  it  in  place  a  minute  each 
time.  The  deeper  part  of  the  urethra  is,  of  course,  kept  shut 
off  by  firm  compression  between  the  thumb  and  forefinger, 
as  already  described.  As  an  unnecessary  but  perhaps  bene- 
ficial adjuvant,  the  patient  may  inject  a  5  or  10  per  cent,  solu- 
tion of  argyrol  or  protargol.  I  attach  greater  importance 
to  the  thorough  washing  out  of  the  pus  and  germs  than  to 
the  disinfection,  for  what  the  dioxide  does  not  remove  the 
silver  probably  does  not  reach.  Whenever  germicides  are 
used  they  should  be  entirely  unirritating,  for  the  mucosa 
becomes  very  sensitive  after  so  much  bathing  in  warm  water. 
By  carrying  a  small  bottle  of  diluted  dioxide  and  another  of 
the  silver  salt  solution  a  man  can  treat  himself  at  his  place 
of  business,  the  treatments  being  made  in  such  a  case  upon 
arising  and  after  breakfast  at  home,  in  the  middle  of  the 
forenoon,  at  noon,  in  the  middle  of  the  afternoon,  and  about 
6  P.M.  at  his  place  of  business,  and  after  dinner,  at  bedtime, 
and  once  in  the  night  at  home.  With  treatments  made  in 
this  way  the  discharge  has  rapidly  diminished  so  that  it  was 
generally  unnoticeable  after  two  weeks.  The  cure  is  quick 
in  proportion  to  the  frequency  and  duration  of  the  treatments. 

I  have  not  tried  this  method  in  the  male  after  the  injection 
had  spread  to  the  deeper  portions  of  the  urethra.  When 
it  has  gone  that  far  I  think  that  frequent  deep  injections 
of  a  1 :  500  solution  of  alphozone  would  act  much  more 
efficiently  than  the  ordinary  germicides.  I  have  related  this 
experience  with  gonorrheal  urethritis  in  the  male  because 
the  possibility  of  isolating  the  distal  end  of  the  urethra  and 
of  watching  the  discharge  gave  a  more  perfect  demonstration 
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of  the  efficiency  of  the  method  than  would  be  possible  in 
female  cases. 

I  do  not  depend  upon  local  medication  for  the  treatment 
of  gonorrheal  urethritis  in  the  female,  because  the  patient 
cannot  properly  use  urethral  injections,  and  because  the 
urethritis  recovers  quite  satisfactorily  without  urethral 
injections.  In  order,  however,  to  prevent  the  spread  of  the 
infection  to  the  glands  about  the  urethral  orifice  as  well  as 
other  parts  of  the  vulva,  I  order  hot  sitz  baths  every  two 
hours  by  day,  lasting  from  ten  to  twenty  minu-tes,  and  if 
practicable  once  during  the  night.  If  the  Aiilva  has  been 
producing  a  discharge  for  three  or  four  days  I  order  a  copious 
hot  vaginal  douche  after  each  sitz  bath.  The  ^Tilva  should 
be  thoroughly  washed  off  after  each  urination.  If  the  urethra 
is  not  affected  the  sitz  baths  can  be  omitted  and  the  douches 
be  kept  up  for  twenty  minutes  at  a  time.  After  two  weeks 
every  four  hours  during  the  da^^ime  is  often  enough  for  the 
douches  or  sitz  baths.  After  this  three  times  in  twenty-four 
hours,  and  after  four  weeks  twice.  There  need  be  no  fear  of 
carrpng  germs  to  the  deeper  parts  with  the  syringe,  for  the 
douche  is  so  copious  and  prolonged  that  they  would  be 
washed  out  again.  I  have  cured  cases  in  this  way  time  and 
again  without  observing  any  sequelae,  and  have  cured  them 
in  this  way  after  they  had  been  treated  unsuccessfully  by 
the  ordinary  methods. 

AMien  the  cer\acal  endometrium  is  infected  I  do  not  think 
that  local  applications  of  germicides  penetrate  the  mucous 
glands,  and  hence  do  not  employ  them.  I  depend  upon  the 
frequent  prolonged  vaginal  douche  of  water  as  hot  as  can  be 
borne  to  relax  the  external  os  uteri  and  the  mouths  of  the 
mucous  glands,  and  to  wash  out  the  pus  and  germs  as  well 
as  to  affect  them  deleteriously  by  the  high  temperature. 
^^^len  the  corporal  endometrium  is  infected  I  see  to  it  that 
the  internal  os  is  sufficiently  dilated  for  free  drainage,  and 
depend  upon  the  hot  vaginal  injections.  The  same  treat- 
ment is  used  palliatively  for  gonorrheal   salpingitis,  except, 
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of  course,  that  the  patient  is  kept  in  bed  until  the  acute 
symptoms  have  subsided. 

According  to  my  experience,  gonorrhea  should  always  be 
promptly  treated,  but  never  be  overtreated,  and  I  believe 
that  hot  sitz  baths  and  hot  douches  vriX\\  internal  treatment 
perhaps  for  the  urethritis  is  all  that  is  called  for  in  the  average 
case;  but  this  treatment  must  be  carried  out  faithfully  and 
thoroughly.  I  prefer  plain  water  to  the  normal  salt  solution 
or  mild  astringent  or  antiseptics,  for  it  can  be  used  hotter 
and  more  copiously,  and  because  I  think  that  plain  water 
by  a  sort  of  osmotic  action  tends  to  draw  out  the  mucus  and 
pus  or  other  material  upon  which  the  germs  feed  as  well  as 
the  germs  themselves. 

Since  the  discovery  of  the  eflBciency  of  alphozone  as  a 
destroyer  of  germs  and  of  their  culture  media  I  have  come 
to  the  conclusion  that  the  injection  of  an  ounce  or  more  of 
the  1 :  500  solution  directly  after  each  douche,  the  patient 
taking  the  dorsal  recumbent  posture  and  retaining  it  as  long 
as  possible  would  materially  hasten  the  cure  and  lessen  the 
danger  of  infection  of  the  cer\'ical  endometrium. 

The  advantages  of  this  treatment  when  used  early  may  be 
summed  up  as  follows: 

1.  It  prevents  the  spread  of  the  disease  to  adjacent  parts. 

2.  It  does  not  injure  the  epithelial  covering,  and  thus  it 
tends  to  Hmit  the  infection  to  the  superficial  areas. 

3.  It  removes  more  germs  and  pus  cells  than  either  astrin- 
gents or  disinfectants  can  destroy.  It  acts  in  the  same  way 
as  constant  irrigation  both  in  aborting  and  arresting  the 
progress  of  the  infection. 

4.  It  can  be  used  more  frequently  than  astringents  or 
strong  germicides,  so  that  the  parts  can  practically  be  kept 
free  of  pus  and  germs  all  of  the  time,  while  the  method  of 
using  germicides  and  astringents  three  or  four  times  daily 
allows  the  germs  and  pus  to  accumulate  and  spread  between 
injections. 

5.  In  the  male,  and  possibly  in  the  female,  peroxide  injec- 


HENRY  T.  BYFORD  349 

tions  may  be  substituted  when  the  time  and  faeihties  for  the 
hot-water  treatment  cannot  be  had.  When  the  discharge 
has  become  scanty  and  the  injections  cannot  readily  be  used 
so  frequently  a  non-irritating  solution  of  a  silver  salt  can 
follow  each  hot-water  or  peroxide  treatment. 

6.  It  may  be  used  in  connection  with  alphozone  injections 
for  the  dissohnng  of  germs  and  culture  material  not  elimi- 
nated by  the  douches. 

7.  It  possesses  all  the  advantages  of  the  expectant  treat- 
ment, viz.,  it  does  no  harm.  It  can  be  combined  with  the 
internal  or  local  medication  when  it  becomes  impossible  to 
carry  it  out  with  the  necessary  time-consuming  detail.  It 
exemplifies  the  superiority  of  asepsis  to  antisepsis. 


THE  RELATION  OF  THE  APPENDIX  TO  PELVIC 

DISEASE,  BASED  UPON  A  CLINICAL  AND 

MICROSCOPIC    STUDY    OF    TWO 

HUNDRED  CASES. 


By  Reuben  Peterson,  M.D., 
Ann  Arbor,  Mich. 


Combined  operations  may  be  said  to  be  the  order  of  the 
day.  Not  only  is  the  gjTiecologist  called  upon  to  operate 
upon  more  than  one  portion  of  the  generative  tract  at  one 
sitting,  but  he  is  also  expected  to  ascertain  the  condition  of 
various  other  abdominal  organs  when  the  abdonien  is  opened 
for  the  treatment  of  pelvic  disease.  How  much  shall  be  done 
outside  of  the  pelvic  cavity  during  one  operation  will  depend 
largely  upon  the  number  and  kind  of  lesions  present  and  the 
general  condition  of  the  patient.  WTien  there  is  a  history  of 
attacks  of  abdominal  and  pelvic  pain,  and  exploration 
through  the  suprapubic  incision  has  shown  the  gall-bladder 
filled  with  stones,  obviously  cholecystotomy  and  removal  of 
the  stones  are  called  for  at  the  same  operation  unless  the 
general  condition  of  the  patient  is  a  contraindication  to  the 
prolongation  of  the  operation.  In  this  manner  will  the 
patient  be  saved  the  discomfort  and  expense  of  a  second 
operation. 

The  same  line  of  reasoning  may  be  applied  to  the  appen- 
dix. Unless  there  be  contraindications,  everyone,  I  think, 
will  agree  that  this  organ,  if  diseased,  should  be  removed 
whenever  the  abdomen  is  opened  for  other  abdominal  and 
pelvic  disease.    The  question  then  turns  upon  the  abiUty  of 
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the  surgeon  to  cleterinine  by  inspection  and  palpation  if  a 
given  appendix  be  diseased.  If  the  organ  be  enlarged, 
attached  to  diseased  appendages  or  show  other  gross  evi- 
dences of  departure  from  normal,  there  arises  no  question 
as  to  the  desirability  of  its  removal.  But  is  the  appendix, 
which  is  free  from  adhesions,  which  is  not  constricted  or 
angulated,  to  be  considered  a  normal  organ?  Are  the  appen- 
dices which  are  free  from  .adhesions,  but  are  constricted  at 
one  or  more  places,  diseased?  In  other  words,  can  we,  from 
macroscopic  appearances  alone,  say  whether  an  appendix  is 
or  is  not  diseased?  Obviously,  this  can  only  be  determined 
by  carefully  noting  the  gross  appearances  of  the  organ  in  a 
series  of  cases  where  the  abdomen  has  been  opened  for  other 
purposes,  subjecting  these  appendices  to  careful  microscopic 
examination,  and  then  combining  microscopic  with  the 
clinical  findings.  If  appendices  presenting  certain  appear- 
ances be  found  in  the  majority  of  cases  to  be  normal,  while 
the  contrary  is  proved  to  be  the  case  in  other  appendices,  the 
surgeon  would  soon  have  in  his  possession  certain  facts  from 
which  could  be  deduced  rules  which  would  govern  his  pro- 
cedure at  a  given  operation.  Certain  appendices  he  would 
remove,  because  both  macroscopically  and  microscopically, 
he  has  found  them  to  be  diseased.  On  the  other  hand,  if 
appendices,  to  all  appearances  normal  at  the  operation,  were 
shown  microscopically  to  be  diseased,  and  vice  I'ersa,  the 
operator  would  be  obliged  to  dispense  with  rules,  and  in  case 
of  a  certain  proportion  of  the  appendices  being  proved  by 
the  microscope  to  be  abnormal  he  would  be  forced  either 
to  close  the  abdomen,  with  the  knowledge  that  he  was  leaving 
behind  a  certain  percentage  of  diseased  appendices,  or  he 
woidd  be  driven  to  remove  every  appendix  irrespective  of 
its  physical  appearance.  Especially  would  he  choose  the 
latter  course  if  his  clinical  experience  had  convinced  him 
that  often  his  patients  suffered  from  a  diseased  appendix 
after  the  surgical  cure  of  their  pelvic  lesions. 

In  1893  my  attention  was  called  to  the  importance  of  a 
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careful  examination  of  the  appendix  when  the  abdomen  was 
opened  for  pelvic  disease.  In  that  year  I  operated  upon  a 
single  woman,  aged  thirty-two  years,  who  for  two  years  had 
suffered  from  dysmenorrhea  and  pelvic  pain.  The  appen- 
dages were  not  enlarged,  but  were  extremely  tender,  and,  as 
there  were  no  evidences  of  endometrial  disease,  they  were 
supposed  to  be  the  cause  of  the  pain.  Section,  however, 
showed  the  pelvic  organs  normal.  The  appendix  was  found 
unusually  long  and  club-shaped.  Its  removal  resulted  in  a 
cessation  of  the  attacks  of  pain  and  a  complete  recovery. 

Since  this  case  I  have  made  it  a  rule  to  examine  the  appen- 
dix whenever  I  was  not  completely  satisfied  that  the  patient's 
symptoms  could  be  explained  by  the  existing  pelvic  lesions. 
Like  many  another  operator,  however,  I  failed  to  record 
accurately  my  observations  until  some  two  years  ago.  Then, 
with  the  view  of  throwing  some  light  upon  the  question 
considered  above,  I  began  systematically  to  remove  the 
appendix  in  every  case  where  the  abdomen  was  opened  for 
other  purposes,  unless,  in  my  opinion,  the  patient's  chances 
of  recovery  were  jeopardized  by  the  additional  five  minutes' 
time  required  for  the  removal.  Each  appendix  thus  removed 
was  subjected  to  careful  microscopic  examination  by  Dr.  R. 
L.  Morse,  pathologist  of  the  gynecologic  service  of  the  Hos- 
pital of  the  University  of  Michigan.  His  work  in  turn  was 
supervised  and  his  results  verified  in  each  case  by  Pro- 
fessor A.  S.  Warthin,  director  of  the  pathologic  laboratories 
of  the  University  of  Michigan. 

In  June,  1902,  I  presented  before  the  Michigan  State 
Medical  Society"  a  preliminary  report  of  the  microscopic 
findings  in  thirty-four  removed  appendices,  together  with 
certain  clinical  data  relating  to  these  same  cases.  At  that 
time  I  purposely  refrained  from  drawing  any  extensive  con- 
clusions, as  I  wished  to  study  still  further  this  important 
subject.  Since  that  report  I  have  removed  and  studied  the 
appendix  in  166  additional  cases.  I  have  deemed  it  wise  to 
consider  these  cases  together,  since  the  second  classification 
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differs  materially  from  the  one  adopted  in  the  preliminary 
report.  I  have  included  thirty  of  my  private  cases  in  this 
list,  as  the  same  care  was  used  in  the  examination  of  these 
appendices  as  with  the  University  Hospital  cases. 

Certain  statements  made  in  the  first  report  apply  equally 
well  to  this  one,  viz. :  "The  clinical  material  at  the  disposal  of 
the  department  was  as  purely  gynecologic  as  it  could  be 
made  prior  to  the  opening  of  the  abdomen.  Whenever  it 
was  suspected  that  the  primary  focus  was  situated  in  the 
appendix,  the  case  was  referreti  to  the  surgical  clinic.  Hence, 
to  the  gynecologist,  the  cases  are  of  more  value  in  showing 
the  relationship  between  appendicial  and  pelvic  disease  than 
if  the  doubtful  cases  had  been  included." 

It  has  been  the  aim  to  conduct  tliese  investigations  with  a 
perfectly  unbiased  mind.  No  attempt  has  been  made  to 
prove  any  particular  proposition  by  means  of  statistics. 
During  the  course  of  the  study  it  became  evident  that  a 
microscopic  classification,  admirable  no  doubt  from  a  patho- 
logic standpoint,was  not  at  all  serviceable  in  combination  with 
clinical  data.  The  classification  finally  adopted  apparently 
meets  all  needs.  With  this  microscopic  classification  clearly 
in  mind,  and  with  the  clinical  data  in  addition,  it  is  hoped  that 
the  conclusions  arrived  at  will  be  of  real  value  to  the  surgeon. 

According  to  the  microscopic  findings,  the  200  appendices 
may  be  divided  into: 

1.  Negative.  Comprising  those  cases  showing  no  changes 
in  the  mucosa,  submucosa,  muscularis,  or  subserosa,  or  upon 
the  peritoneum  when  compared  with  appendices  taken  as 
the  normal  standard  and  obtained  from  individuals  without 
history  of  appendicitis  and  presenting  none  of  the  charac- 
teristics described  below. 

2.  Chronic  Inflammation.  Comprising  those  appendices 
presenting  evidences  of  active  catarrhal  inflammation  or 
ulceration  of  the  mucosa,  with  atrophy  of  the  mucosa  and 
lymphadenoid  tissue  or  muscularis  associated  with  fibro- 
blastic proliferation  or  formation  of  scar  tissue. 

Gyu  Soc  23 


354     RELATIOX  OF  THE  APPENDIX   TO  PELVIC  DISEASE 

3.  Doubtful  Significance.  Including  appendices  charac- 
terized by  hyperplasia  of  the  lyniphadenoid  tissue,  dilatation 
or  constriction  of  the  lumen,  hyperplasia  of  the  connective 
tissue  in  the  submucosa,  local  or  general  atrophy  of  the  mus- 
cular coat,  unattended  by  conclusive  evidences  of  inflamma- 
tion, the  significance  of  these  changes  being  unknown. 

4.  Former  Inflammation.  Comprising  those  cases  show- 
ing partial  or  complete  obliteration  of  the  lumen,  formation 
of  scar  tissue  in  the  mucosa  and  submucosa,  lymj)hadenoid 
tissue,  and  muscularis  without  active  signs  of  inflammation. 

5.  Acute  Inflammation.  Including  those  cases  showing 
active  catarrhal  or  ulcerative  inflammation  without  fibro- 
blastic proliferation  or  formation  of  scar  tissue,  or  atrophy 
of  the  different  layers  of  the  wall  of  the  appendix. 

6.  Periappendicial  Inflammation.  Including  those  cases 
showang  a  purulent  inflammation  of  the  subserosa,  meso- 
appendix,  or  muscularis,  with  the  mucosa  unchanged  or 
secondarily  involved. 

Microscopically  the  200  cases  can  be  arranged  in  the  six 
groups  as  follows: 

1.  Negative,  65  cases,  32.5  per  cent. 

2.  Chronic  inflammation,  57  cases,  28.5  per  cent. 

3.  Doubtful  significance,  41  cases,  20.5  per  cent. 

4.  Former  inflammation,  28  cases,  14  per  cent. 

5.  Acute  inflammation,  6  cases,  3  per  cent. 

6.  Periappendicial  inflammation,  3  cases,  1.5  per  cent. 

Total,  200  cases,  100  per  cent. 
It  may  be  well  to  state  in  this  connection  that  Dr.  Warthin 
has  ever  had  in  mind  in  liis  examination  of  each  appendix 
the  main  object  of  the  investigation,  and,  whenever  there 
has  been  a  doubt  regarding  the  abnormality  of  the  specimen, 
it  has  been  placed  in  a  class  by  itself.  This  is  of  importance, 
for  it  does  away  with  the  criticism  that  a  pathologist  can 
always  find  something  wrong  with  a  specimen.  Combining 
cases  of  "doubtful  significance"  (41)  with  the  negative  or 
normal  cases  (65),  we  have  106  cases,  or  53  per  cent.,  show- 
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iiig  practically  no  evidence  of  disease,  while  94,  or  47  per 
cent.,  of  the  appendices  removed  during  the  course  of  the 
sections  for  other  purposes  were  diseased.  As  would  be 
expected,  the  kind  and  extent  of  the  disease  varied  in  the 
different  specimens  from  acute  inflammation  to  where  the 
disease  had  ceased  to  be  active,  and  was  recognizable  only 
by  scar  tissue,  the  result  of  former  inflammation. 

These  figures  are  definite  and  conclusive  as  regards  the 
condition  of  the  appendix  as  shown  by  the  microscope  in  200 
appendices  removed  incidentally  in  the  course  of  as  many 
operations  for  various  pelvic  lesions.  The  operator  is  not 
obliged  to  state  his  impressions  of  how  often  in  sections  of 
this  kind  the  appendix  will  be  found  diseased.  Such  "im- 
pressions," although  stated  positively  in  medical  society  dis- 
cussions, carry  but  little  conviction  with  them,  no  matter 
how  accurate  may  be  the  observer.  For,  as  we  shall  show 
later,  it  is  impossible  for  anj-one  to  judge  of  the  abnormal- 
ities of  the  appendix  by  its  macroscopic  appearances. 

There  were  only  3  cases  showing  periappendicial  inflam- 
mation alone.  There  were,  however,  12  additional  cases, 
which  were  secondarily  periappendicial,  although  their  chief 
characteristics  placed  them  in  other  groups. 

In  the  chronic  inflammatory  class  there  were  8  cases,  or 
14  per  cent.,  which  could  be  designated  as  ulcerative.  In 
29,  or  50.87  per  cent.,  there  was  an  obliteration  of  the  lumen 
of  the  appendix.  This  obliteration  varied  in  position  and 
degree.  At  times  it  was  at  the  tip,  at  other  times  at  some 
other  portion  of  the  tube. 

In  the  periappendicial  class  there  were  2  cases  of  tuber- 
losis  and  1  of  primary  carcinoma  of  the  appendix.  The 
latter  rare  condition  will  be  considered  later. 

Clinically,  the  200  cases  have  been  tabulated  under  dif- 
ferent headings,  according  to  age,  social  state,  dysmenor- 
rhea, abdominal  pain  which  might  have  been  due  to  a  dis- 
eased appendix,  and  according  to  the  disease  for  which  the 
primary  operation  was  performed.    In  addition,  the  observa- 
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tions  made  at  the  time  of  operation  regarding  the  shape, 
length,  and  condition  of  the  appendix  as  regards  adhesions 
have  been  carefully  collected  and  tabulated  in  reference  to 
the  microscopic  findings.  It  is  not  always  possible,  either 
in  hospital  or  private  practice,  to  secure  histories  of  value 
for  statistic  purposes,  but  at  least  the  attempt  has  been 
made  in  the  200  cases. 

Social  State.  This  can  have  but  slight  bearing  upon  the 
relation  of  the  appendix  to  pelvic  disease,  except  as  it  shows 
the  nature  of  the  clinical  material  from  which  the  statistics 
have  been  made.  Of  the  200  patients,  157  were  married,  31 
were  single,  and  12  were  widows. 

Age  of  Patients  and  Length  of  Appendix.  Ribbert"  has 
noted  the  length  of  the  appendix  in  400  postmortem  cases 
during  the  decades  of  life  from  ten  to  sixty  years.  He  finds 
that  the  appendix  reaches  its  maximum  length  between  the 
tenth  and  thirtieth  years.  It  gradually  becomes  smaller 
during  the  decades  between  thirty  and  sixty  years. 

Ribbert's  Tables.  Author's  Tables. 

(400  Cases.)  (107  Cases.) 

Length.  Length. 

10-20  years     .     9.75  cm. 

20-30  years     .      9.5    cm.  20-30  years     .      10.5  cm. 

30-40  years  8.75  cm.  30-10  years     .       S.l  cm. 

40-60  years  S.5    cm.  40-60  years  9.0  cm. 

The  length  of  the  appendix  was  carefully  determined  in 
107  cases  at  the  time  of  the  operation.  The  method  adopted 
was  to  ascertain  the  exact  length  by  means  of  an  aseptic 
graduated  aluminum  rule  after  the  mesentery  had  been  tied 
and  cut.  It  was  found  impossible  to  record  the  exact  length 
by  any  other  method  when  the  appendix  was  curved  or  bent 
upon  itself.  Shrinkage  of  the  appendix  after  its  removal 
renders  laboratory  measurements  far  from  accurate,  espe- 
cially if  the  stump  method  of  removal  has  been  employed. 

The  average  length  of  the  appendix  in  107  cases  was  8.5 
cm.    This  agrees  very  nearly  with  the  measurements  of  other 
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observers.  In  Ribbert's  400  cases  the  average  length  was 
8.25  cm.  The  longest  appendix  was  20  cm.,  the  shortest 
3.75  cm.  Recently,  however,  I  discovered  in  the  routine 
examination  of  the  appendix  in  a  non-inflammatory  case  an 
appendix  measuring  only  1  cm.  in  length.  There  were  no 
adhesions  around  this  diminutive  organ  or  any  evidence  that 
it  had  been  amputated.  ^\rranging  the  107  patients  into 
decades  according  to  ages  and  comparing  the  average  length 
of  the  appendices  during  these  various  decades,  we  see  that 
the  maximum  length  is  reached  up  to  the  age  of  thirty,  10.5 
cm.  This  agrees  with  Ribbert's  findings.  There  is  a  decrease 
in  length  in  the  next  decade,  to  be  followed  by  an  increase  in 
the  last  two  decades,  contrary  to  Ribbert's  statistics,  where 
the  average  length  decreases  during  each  decade. 

Arranging  those  with  diseased  appendices  according  to 
decades,  and  comparing  these  with  the  corresponding  decades 
of  those  whose  appendices  were  normal,  we  see  that  the 
length  of  the  appendix  in  the  normal  group  decreases  as  the 
age  of  the  patients  increase,  while  in  the  inflammatory  cases 
the  change  in  the  length  corresponds  to  that  recorded  above, 
viz.,  a  maximum  length  between  twenty  and  thirty  years,  a 
decrease  in  the  next,  and  an  increase  in  the  next  two  decades. 

It  is  possible,  nay,  even  probable,  that  inflammatory 
changes  play  an  important  role  in  determining  the  length 
of  the  appendix.  It  may  be  inflammation  in  some  cases 
(nearly  50  per  cent.),  rather  than  atrophic  changes  due  to  old 
age,  which  causes  a  decrease  in  length  as  the  age  increases. 

Length  of  appendix  in  107  cases  arranged  according  to 
groups  and  decades: 


Normal,  Cases  (60). 

Inflammatory 

Cases  (47)^ 

Length. 

Length. 

20-.30  years     .      10.3  c  ra. 

.     20-30  years 

9.4  cm. 

30-40  years     .       9.3  cm. 

.     30-40  years 

6.8  cm. 

40-60  years     .        9.1  cm. 

40-60  years 

.     9.0  cm. 

Dysmenorrhea.      McLaren'^   has   called   attention   to   the 
unsatisfactory  results  sometimes  following  ordinary  surgical 
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treatment  for  supposed  cases  of  obstructive  dysmenorrhea, 
and  suggests  that  some  of  these  cases  may  be  explained  by 
the  presence  of  an  inflamed  appendix,  which  manifests  itself 
by  attacks  of  colic  during  the  menstrual  period.  He  cites  a 
number  of  illustrative  cases.  Other  gynecologists  have 
advanced  the  same  idea.  Recently,  Guinard^  has  called 
attention  to  attacks  of  pain  in  the  female  which  he  desig- 
nates as  appendicalgia.  Pain  is  the  most  prominent  symp- 
tom, while  the  actual  change  in  the  appendix  may  be  very 
slight.  In  the  opinion  of  this  writer  also,  in  many  cases  of 
so-called  dysmenorrhea,  the  fault  may  not  lie  in  the  uterus 
or  appendages,  but  in  the  appendix.  My  own  experience 
and  reasoning  lead  me  to  the  same  conclusion,  so  much  so 
that  I  continually  bear  this  cause  in  mind  in  the  considera- 
tion of  the  etiology  of  dysmenorrhea,  especially  in  young 
single  women  whose  pelvic  organs  seem  fairly  normal.  As 
having  a  possible  bearing  on  this  question,  I  have  noted  the 
presence  or  absence  of  pain  at  the  menstrual  period  in  all  of 
the  200  cases.  Of  course,  the  word  dysmenorrhea  is  a  rela- 
tive one  and  must  be  defined  nearly  every  time  it  is  used. 
Where  there  was  but  slight  pain,  unaccompanied  by  clots,  I 
have  classed  it  as  absent.  It  must  be  remembered,  also,  that 
in  nearly  all  of  the  200  cases  the  abdomen  was  opened  for 
marked  pelvic  disease,  which  in  itself  accounted  for  most  of 
the  painful  periods.  We  find,  however,  that  when  the  appen- 
dix is  the  seat  of  chronic  inflammation  the  proportion  of  cases 
having  painful  menstruation  is  greater  than  in  those  cases 
where  the  appendix  was  found  normal.  In  the  former  group 
the  percentage  was  41.8,  and  in  the  latter  36.9. 

This  brief  consideration  of  a  diseased  appendix  as  a  causa- 
tive factor  in  the  production  of  dysmenorrhea  is  unsatisfac- 
tory. So  many  factors  may  be  present,  any  one  of  which 
may  be  responsible  for  a  large  part  of  the  dysmenorrhea  in  a 
given  case,  that  the  question  must  be,  by  its  very  nature, 
hard  to  solve.  But  that  an  appendix,  the  seat  of  chronic 
inflammation,  can  manifest  itself  at  the  menstrual  period 
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by  a  sharp  attack  of  abdominal  pain,  I  am  thoroughly  con- 
vinced. 

History  of  Appeiidicitis.  It  must  be  remembered  that  the 
cases  under  consideration  were  strictly  gynecologic  cases. 
The  chief  disease  demanding  operative  treatment  was  sup- 
posed to  originate,  in  every  case,  in  the  pelvis.  The  decision 
was  arrived  at  after  a  careful  consideration  of  the  history 
and  the  pelvic  findings.  While  in  quite  a  proportion  of  the 
cases  the  involvement  of  the  appendix  was  suspected,  it  was 
judged  to  be  secondary  to  and  of  less  importance  than  the 
pelvic  lesions.  We  know  now,  what  was  not  the  case  in 
the  first  consideration  of  appendicitis,  that  nearly  as  many 
women  are  attacked  by  the  disease  as  men.  Einhorn'  shows 
that  of  18,000  autopsies  performed  at  the  Pathological  Insti- 
tute at  Munich  from  1854,  in  0.55  per  cent,  there  was  per- 
forative appendicitis  in  males,  while  the  percentage  in  females 
was  0.57  per  cent.  Again,  Kriiger"  states  that  in  Sonnen- 
burg's  clinic,  in  the  seven  years  previous  to  1897,  out  of  209 
cases  of  appendicitis,  127,  or  59  per  cent.,  were  men,  while 
41  per  cent,  were  women.  Or,  take  such  a  clinic  as  Ochs- 
ner's"  at  the  Augustana  Hospital,  of  90  patients  suffering 
primarily  from  appendicitis,  39  were  males  and  51  were  . 
females.  This  may  be  from  the  pecuhar  nature  of  the  clinic, 
but  it  is  significant  as  showing  the  proportion  of  males  at- 
tacked by  this  disease  is  not  so  greatly,  if  any,  in  excess  of 
the  females. 

The  gynecologic  service  at  the  University  Hospital  is  made 
up  of  material  rich  in  new  growths  and  chronic  pelvic  inflam- 
matory lesions.  Acute  inflammatory  cases  do  not  predomi- 
nate, as  is  the  case  where  the  material  is  supplied  from  the 
poorer  districts  of  a  large  metropolis.  Hence,  in  one  way, 
diagnosis  is  easier  than  when  called  upon  to  differentiate 
between  appendicitis  and  pelvic  exudates.  To  quote  Ochsner 
again,  besides  the  90  cases  treated  in  one  year  at  his  clinic, 
there  were  13  cases  in  which  the  primary  disease  was  in  the 
adnexa,  or  both  appemlix  and   tubes  were  so  extensively 
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implicated  that  it  was  impossible  to  determine  the  primary 
seat  of  the  inflammation. 

An  analysis  of  the  200  cases  in  reference  to  the  history  of 
possible  appendicial  pain  shows  that  such  pain  was  present 
in  45  per  cent,  of  the  cases  where  the  microscope  showed  the 
appendix  was  or  had  been  diseased.  Such  pain  was  present 
in  only  33  per  cent,  of  patients  whose  appendices  were  subse- 
quently shown  to  be  normal.  Of  course,  this  is  reasoning 
backward,  and  is  of  value  only  as  showing  that  a  more  careful 
consideration  of  the  location,  periodicity,  and  kind  of  pain 
in  pelvic  disease  may  give  us  a  clue  to  coexisting  involvement 
of  the  appendix.  As  before  stated,  patients  giving  a  distinct 
history  of  appendicitis  would  have  been  referred  to  the  sur- 
gical service.  These  figures  simply  mean  that  in  45  per  cent, 
of  the  cases  the  pain,  by  its  location  and  other  characteristics, 
was  such  as  might  have  led  to  a  suspicion  of  possible  coex- 
isting appendicitis,  if  it  were  possible  to  differentiate  between 
pelvic  pain  and  that  originating  from  a  subacute  or  chronic 
appendicitis. 

Appendicial  Adhesions.  It  is  much  easier  to  determine 
whether  the  appendix  be  free  or  buried  in  adhesions  than  it 
is  to  decide  some  of  the  questions  just  under  consideration. 
Accurate  observations  were  made  as  to  adhesions  in  146  of 
the  200  cases.  The  appendix  was  adherent  twenty-seven 
times,  or  in  18.5  per  cent.  Adhesions  were  twice  as  frequent 
in  those  cases  where  examination  showed  past  or  present 
disease  as  in  those  cases  where  the  appendices  were  found 
normal.  It  is  worthy  of  note,  however,  that  in  6.1  per  cent, 
of  the  normal  cases  adhesions  were  present. 

Shape  of  the  Appendix.  The  shape  of  the  appendix  was 
noted  as  being  abnormal  in  52  out  of  the  200  cases,  or  26  per 
cent.  These  abnormalities  have  been  arranged  in  a  table 
according  to  the  divisions  already  referred  to: 
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Table  Showixg  Abkokmauties  in  Shape  of  Appendix  in  52  Cases. 


Class. 

Total  No. 

Clnb- 

Par 

Con- 

Per  Benton 

VCT 

of  cases. 

shaped. 

cent. 

stricted. 

cent,     itself. 

cent. 

1.  Negative 

65 

7 

10.7 

6 

9.2 

6 

9.2 

2.  Chronic  infiammatlon 

57 

2 

3.43 

7 

12.3 
2.3 

9 

15.8 

3.  Doubtflil  significance . 

41 

6 

X4.6 

1 

10.7 

3 

7.3 

4.  Former  inflammation 

28 

1 

3.5 

3 

* 

14.S 

Cases  of  acute  periappendicial  inflammation  were  omitted 
because  the  small  number  interfered  with  the  averages.  A 
study  of  this  table  reveals  a  number  of  significant  facts.  In 
the  first  place,  it  clearly  demonstrates  that  mere  shape  of  the 
appendix  cannot  serve  as  an  index  of  its  normality  or  disease. 
Out  of  the  52  cases  the  appendix  was  noted  as  abnormal  in 
shape  twenty-seven  times  where  the  microscopic  findings 
showed  no  disease.  The  appendix  was  noted  as  being  club- 
shaped  in  13  cases,  yet  subsequent  investigation  showed  no 
disease.  In  25  cases,  however,  where  the  shape  of  the  appen- 
dix was  noted  as  abnormal,  diiferent  degrees  of  inflammation 
were  found  on  microscopic  examination. 

Such  findings  as  these  must  at  least  throw  some  doubt 
upon  the  correctness  of  the  assertions  of  those  who  claim  to 
be  able  to  tell  whether  the  appendix  be  diseased  by  its  mere 
shape. 

Fecal  Concretions.  Fecal  concretions  were  noted  twelve 
times  out  of  146  observations,  or  8  per  cent.  This  does  not 
include  fecal  concretions  as  revealed  by  the  microscope. 
Such  concretions  are  of  microscopic  interest  only,  and  are  of 
no  value  clinically.  The  twelve  concretions  referred  to  were 
palpable,  and  could  be  taken  into  account  in  deciding  whether 
to  leave  or  remove  the  appendix.  No  other  foreign  bodies 
were  found  in  this  series  of  cases.  Ribbert  found  10  per  cent, 
of  fecal  concretions  in  his  400  cases.  They  were  slightly 
more  common  in  men  than  in  women,  10.5  being  noted  in 
the  former  and  9  per  cent,  in  the    latter.     Kelly'"  quotes 
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Robert  Abbe  as  being  of  the  opinion  that  the  perfectly  normal 
appendix  never  contains  fecal  concretions.  This  statement 
is  not  borne  out  by  the  results  of  microscopic  examination 
of  the  cases  referred  to.  Out  of  the  12  cases  showing  fecal 
concretions,  4  showed  inflammatory  changes,  while  8  were 
normal.  This  shows  conclusively  that  the  presence  or  absence 
of  fecal  concretions  cannot  be  taken  as  a  criterion  of  a  dis- 
eased appendix.  The  removal  of  an  appendix  containing 
one  or  more  concretions  on  the  ground  that  their  presence 
is  a  source  of  danger  and  renders  the  appendix  more  liable 
to  disease  is,  on  the  other  hand,  logical,  and  seems  to  be  sup- 
ported by  abundant  clinical  evidence. 

Pelvic  Pathology  and  the  Condition  of  the  Appendix.  The 
200  cases  which  have  been  used  as  the  basis  for  this  investi- 
gation were  not  selected  ones.  They  represent  the  ordinary 
cases  which  the  gynecologist  is  called  upon  to  treat,  with  the 
possible  exception  of  being  more  purely  gynecologic  on 
account  of  the  rules  under  which  the  patients  were  assigned 
to  the  two  services. 

Wliile  the  various  lesions  for  which  the  200  laparotomies 
were  performed  have  all  been  carefully  tabidated,  only  illus- 
trative groups  in  their  relations  to  the  gross  and  microscopic 
condition  of  the  appendix  will  be  considered. 

Chronic  Disease  of  the  Appendages.  In  this  group  have 
been  placed  all  cases  where  the  appendages  were  the  subject 
of  chronic  inflammation.  It  includes  degenerative  changes 
in  the  tubes  and  ovaries  as  well  as  active  inflammatory  pro- 
cesses. In  some  there  were  slight,  in  others  dense,  adhesions 
binding  down  the  appendages  and  uterus  to  the  pehic  floor 
or  coils  of  intestines.  Other  cases,  however,  were  free  from 
adhesions,  the  operation  being  performed  for  degenerative 
changes  in  the  ovaries  with  or  without  retrodisplacement  of 
the  uterus. 

Of  the  106  cases  of  chronic  disease  of  the  appendages,  62, 
or  58.4  per  cent.,  were  accompanied  by  normal  appendices, 
while  44,  or  41.5  per  cent.,  showed  past  or  present  changes  in 
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the  organ.  As  regards  the  side  affected  it  may  be  noted  that 
the  disease  was  confined  to  the  right  side  of  the  pelvis  in  8 
cases,  to  the  left  side  in  6  cases,  while  both  sides  were  affected 
in  30  cases. 

The  frequency  with  which  the  appendix  is  diseased  in 
inflammatory  pelvic  affections  of  the  right  side  has  been 
dwelt  upon  by  numerous  observers.  MacLaren's"  expe- 
rience is  notable.  He  had  58  cases  of  inflammatory  disease  of 
the  appendages  out  of  200  laparotomies.  In  20  of  these  cases 
the  appendix  showed  enough  evidence  of  disease  .to  require 
its  removal.  The  appendix  may  be  infected  from  its  con- 
tiguity to  the  appendages,  usually  the  right,  at  times  the  left. 
Infection  may  travel  to  the  appendix  from  the  appendages, 
or  vice  versa,  by  way  of  the  appendiculo-ovarian  ligament, 
a  peritoneal  fold  joining  the  right  ovary  to  the  appendix,  as 
was  first  pointed  out  by  Clado,  and  since  verified  by  numer- 
ous observers. 

Contiguity.  It  is  not  uncommon  to  meet  with  the  normal 
or  abnormal  appendix  situated  within  the  pelvis.  It  may  or 
may  not  be  adherent  to  the  appendages  of  the  right  or  left 
side,  according  to  the  inflammatory  conditions  present. 
While  the  appendix  is  more  liable  to  come  in  contact  with , 
the  appendages  of  the  right  side,  it  is  perfectly  possible,  as  I 
have  demonstrated  many  times,  in  the  presence  of  enterop- 
tosis,  or  with  a  very  movable  cecum,  for  the  appendix  to  rest 
upon  the  left  tube  or  ovary.  The  appendix  lies  within  the 
pelvis  in  a  considerable  proportion  of  cases.  I  have  recorded 
it  as  within  the  pelvis  in  many  of  the  cases  where  changes 
were  found  in  the  appendix.  I  am  now  noting  its  exact  loca- 
tion, whether  adherent  or  not,  and  it  is  surprising  the  number 
of  times  it  lies  within  the  pelvis.  Poncet  and  Dormoy,^^  in 
order  to  suggest  a  rational  treatment  of  certain  forms  of 
appendicitis  through  the  rectum  or  vagina,  have  adopted 
pelvic  as  a  distinct  classification.  Kelly"  makes  it  a  rule 
to  remove  long,  free  appendices  in  all  right-sided  pelvic 
operations.     It  would   seem   more   logical   to   remove  such 


364     RELATION  OF  THE  APPENDIX   TO  PELVIC  DISEASE 

appendices,  no  matter  what  part  of  the  pelvis  has  been 
operated  upon,  since  such  free  appendices  can  become 
adherent  to  any  part  of  the  pelvis. 

Interesting  in  this  connection  are  the  gross  appearances 
of  the  appendix  noted  at  the  time  of  the  operation.  These 
have  been  arranged  in  the  form  of  a  table,  and  are  of  value 
in  the  way  of  comparison.  It  will  be  noted  that  in  the  inflam- 
matory group  (44  cases)  there  were  18  cases,  or  40.9  per 
cent.,  of  adhesions,  while  in  the  negative  group  there  were 
only  11  adherent  appendices,  or  17.7  per  cent.  In  the  same 
way  the  inflammatory  group  showed  14  cases,  or  31.8  per 
cent.,  of  constrictions,  while  there  were  only  11  per  cent,  of 
constrictions  in  the  negative  group.  On  the  other  hand, 
there  were  more  club-shaped  appendices  and  fecal  concre- 
tions in  the  negative  than  in  the  inflammatory  group.  This 
proves  that  even  in  chronic  disease  of  the  adnexa,  where  the 
appendix  is  more  liable  to  be  diseased,  the  mere  gross  appear- 
ance of  the  organ  is  no  safe  guide  for  its  removal.  Adhesions 
of  the  appendix  to  adjacent  organs,  even  to  the  appendages, 
constrictions  of  its  lumen,  fecal  concretions,  and  a  marked 
relative  increase  in  the  size  of  its  distal  end,  does  not  neces- 
sarily denote  that  the  appendix  is  diseased. 

Table  Showikg  Conditions  of  Appendix  in  106  Cases  of  Chronic 
Disease  of  the  Appendages. 


Total. 

li 

4 

si 

|s 

III 

111 

Negative  group 

Inflammatory 
group. 

62 
44 

58.4 
41.5 

11 

18 

17.7 
40.9 

6 
2 

8.1 
4.5 

7 
14 

11.0 
31.8 

e 

3 

9.6 
6.8 

In  one  of  my  cases  the  appendix  was  removed  unw^ttingly. 
A  right-sided  ectopic  gestation  sac  was  removed  through  a 
posterior  vaginal  incision.  A  careful  examination  of  the 
specimen  at  the  laboratory  showed  that  the  adherent  and 
diseased  appendix  also  had  been  removed.     A  moment's 
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consideration  will  convince  one  that  such  an  appendectomy 
must  be  of  the  crudest  kind,  and  is  an  argument  against  the 
pelvic  route  for  the  treatment  of  pehdc  lesions.  Had  the 
abdominal  route  been  employed,  not  only  could  the  ectopic 
sac  have  been  more  easily  dealt  with,  but  the  diseased 
appendix  would  have  been  discovered  and  removed  in  a 
surgical  manner. 

Uterine  Fibromata.  There  were  in  all  26  of  these  growths, 
arranged  in  two  groups  according  to  the  presence  or  absence 
of  adhesions.  There  were  19  in  the  non-adherent  class, 
while  in  7  cases  there  were  adhesions  either  of  the  appendages 
or  some  other  portion  of  the  growths.  Nine  of  the  patients 
with  non-adherent  tumors  had  normal  appendices,  while 
the  remaining  10  showed  inflammatory  changes.  Of  the  7 
patients  with  adherent  fibromata,  4  had  normal  appendices, 
while  in  3  inflammatory  changes  were  present. 

Of  the  entire  number  of  patients  with  fibromata,  13,  or 
50  per  cent.,  had  normal  appendices.  Abnormalities  in  the 
gross  appearance  were  noted  in  4  cases,  fecal  concretions, 
adhesions,  a  constriction,  and  club-shaped  being  recorded 
in  1  case  each.  Of  the  13  inflammatory  appendices,  2  were 
adherent  and  3  constricted.  Hence,  as  far  as  the  gross 
appearances  were  concerned,  the  appendices  appeared 
diseased  in  only  one  less  case  in  the  negative  than  in  the 
inflammatory  group. 

Ovarian  Cystomata.  The  200  cases  included  24  ovarian 
cysts,  varNang  in  size  from  growths  whose  upper  limits 
reached  midw-ay  from  the  pubes  to  the  umbilicus  to  very 
large  tumors,  reaching  to  the  ensiform.  In  17,  or  70.9  per 
cent.,  of  these  cases,  the  accompanying  appendices  showed 
inflammatory  changes,  while  in  7,  or  29.1  per  cent.,  the  appen- 
dices were  normal.  Thus,  the  proportion  of  cases  with  diseased 
appendices  is  much  larger  than  with  fibroids.  In  9  of  the  17 
cases  abnormalities  of  the  appendix  were  noted  at  the  time 
of  the  operation — 1  was  club-shaped,  2  had  fecal  concre- 
tions, 2  were  constricted,  while  3  were  adherent  to  the  cvst 
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wall.  Of  the  7  negative  appendices,  1  was  bent  upon  itself 
and  2  were  club-shaped.  Thus,  again,  it  can  be  seen  that 
the  mere  gross  appearance  of  the  appendix  is  no  criterion  of 
the  microscopic  picture. 

Various  observers  have  called  attention  to  the  frequency 
with  which  the  appendix  may  be  attached  to  the  wall  of  an 
ovarian  cyst.  Sutton"  mentions  this  frequency,  and  claims 
that  the  adhesions  often  arise  from  inflammation  of  the 
appendix.  He  quotes  Doran  as  having  had  6  such  cases. 
Such  an  adherent  appendix  may  easily  set  up  an  inflamma- 
tion of  the  cyst  wall,  and  the  infection  even  extend  to  the  cyst 
contents,  giving  rise  to  a  suppurating  ovarian  cyst.  Chog- 
non,^  writing  of  the  adhesions  of  the  appendix  to  adjacent 
organs,  collected  from  the  literature  20  cases  where  it  was 
adherent  to  ovarian  cysts.  My  own  statistics  (3  out  of  24 
cases)  would  show  it  even  more  common.  Its  position  in 
relation  to  the  cyst  wall  is  important.  Not  only  can  appen- 
dicitis result,  but  the  cyst  itself  can  be  infected  from  the 
inflamed  appendix. 

TECHNIC    OF    APPENDECTOMY    AS    A  CONCOMITANT  TO   OTHER 
PELVIC    OPERATIONS. 

Except  in  the  case  of  the  appendix  accidentally  removed 
through  a  vaginal  incision  for  ectopic  gestation,  the  appen- 
dices were  all  removed  through  the  median  abdominal 
incision.  This  is  always  made  long  enough  to  admit  the 
operator's  hand.  So  important  do  I  consider  the  thorough 
exploration  of  the  abdominal  ca\'ity  v.hen  once  the  perito- 
neum is  incised,  that  I  have  dispensed  with  the  small  median 
incision.  If  the  pehdc  disease  be  severe  enough  to  necessi- 
tate a  laparotomy,  a  thorough  exploration  of  the  abdominal 
cavity  is  also  called  for  unless  there  be  contraindications. 
Pus  in  the  pehds  would  contraindicate  the  passing  of  the 
hand  upward  to  the  diaphragm  for  fear  of  septic  contami- 
nation.    It  would  not,  however,  prevent  an  examination  of 
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the  appendix.  On  the  other  hand,  the  general  condition  of 
the  patient  may  be  such  as  to  preclude  any  treatment  except 
that  directed  toward  the  pelvic  lesion.  The  appendix,  with 
rare  exceptions,  due  to  an  extremely  short  mesocecum  or  to 
adhesions,  can  be  drawn  to  the  median  line  with  ease.  The 
white  band  of  the  cecum  serves  as  the  best  guide  for  the 
location  of  the  latter.  The  hand  is  swept  under  the  abdom- 
inal wall  into  the  ileocecal  fossa  until  the  forefinger  locates 
the  band.  The  latter  is  then  drawn  into  the  incision  and 
traced  until  the  appendix  is  located.  The  appendix  and 
cecum  are  then  surrounded  with  gauze  sponges  to  guard 
against  possible  fecal  contamination,  and  the  appendix 
removed,  the  stump  being  touched  with  pure  carbolic  acid 
and  buried  by  a  purse-string  peritoneal  suture. 

The  mortality  attending  the  removal  of  appendices,  the 
seat  of  chronic,  not  acute,  inflammation  should  be  nil.  As 
far  as  could  be  ascertained  in  no  one  of  the  200  cases  was  the 
mortality  or  even  morbidity  increased  by  the  appendectomy. 

Two  years  ago  Howard  Kelly"  secured,  through  corre- 
spondence with  seventy-four  prominent  surgeons  in  this 
country,  their  opinions  as  to  the  advisability  of  removing 
the  apparently  normal  appendix  when  the  abdomen  was  ■ 
opened  for  other  purposes.  Their  replies  showed  that  a 
large  majority  were  against  the  removal  of  the  normal 
appendix  simply  because  the  opportunity  arises  to  do  so. 
An  overwhelming  majority,  however,  were  in  favor  of  the 
removal  of  the  appendix  when  it  deviates  in  the  slightest 
degree  from  the  normal.  This  last  opinion  was  brought  out 
by  the  question,  whether  the  slightly  adherent  appendix, 
when  the  abdomen  is  opened  for  other  purposes,  should  be 
removed.  If  the  study  detailed  above  has  proved  any  one 
thing  conclusively  it  is  that  adhesions  of  the  appendix  do  not 
necessarily  mean  departure  from  the  normal,  viz.,  a  diseased 
appendix  as  revealed  by  microscopic  examination.  While 
adhesions  were  twice  as  frequent  in  those  cases  where  the 
appendices  showed  past  or  present  inflammation,  in  6.1  per 
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cent,  of  the  normal  appendices  adhesions  were  recorded  as 
being  present.  The  same  may  be  said  of  club-shaped  and 
constricted  appendices  and  those  containing  fecal  concre- 
tions. In  other  words,  the  surgeon  cannot  tell  in  the  class 
of  work  under  discussion  by  gross  appearances  alone  whether 
the  appendix  be  or  be  not  diseased.  The  surgeons  quoted 
above  would  and  do  remove  those  appendices  which  they 
consider  abnormal.  They  confess  that  the  patient  is  much 
better  off  without  the  appendix  if  there  be  the  slightest 
question  of  its  being  diseased.  The  reason  they  do  not 
remove  every  appendix  when  the  abdomen  is  opened  for 
other  purposes  is  because  they  feel  that  by  inspection  and 
palpation  they  can  identify  such  a  diseased  appendix.  I  was 
of  the  same  opinion  before  I  began  the  above  series  of  inves- 
tigations. Now  I  am  willing  to  confess  to  my  inability  to  so 
determine. 

I  am  convinced  that  in  the  past  many  of  the  failures  to 
cure  my  patients,  after  subjecting  them  to  various  surgical 
procedures  via  the  suprapubic  incision,  has  been  through 
neglect  in  not  examining  and  removing  the  appendix.  Ap- 
pendicial  disease  need  not  find  expression  in  every  case  in 
an  acute  attack.  The  chronic  form  of  appendicitis  with  its 
rather  frequent  exacerbations  gives  rise  to  pain,  tenderness, 
or  at  least  to  an  uncomfortable  feeling  in  the  right  lower 
abdomen.  I  believe  in  many  cases  after  complete  ablation 
of  the  uterus  and  appendages  for  purulent  disease,  the  sub- 
sequent abdominal  pain  and  tenderness  are  not  so  commonly 
dependent  upon  adhesions  as  has  been  supposed.  Rather, 
in  many  cases  it  is  due  to  the  presence  of  a  diseased  appendix. 
I  know  that  my  symptomatic  cures  have  increased  since  I 
began  systematically  to  remove  the  appendix  when  the  abdo- 
men was  opened  for  other  purposes.  This  alone  is  enough 
to  warrant  my  continuation  of  the  practice. 

As  I  stated  at  the  outset  of  this  paper,  there  may  be  contra- 
indications to  the  removal  of  the  appendix.  However  firmly 
the  surgeon  may  believe  it  his  duty  to  remove  every  appendix, 
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he  would  not  prolong  the  operation  for  five  minutes  if  thereby 
he  would  seriously  jeopardize  his  patient's  chance  of  recovery. 
Neither  would  he  remove  the  uterus  in  a  case  of  bilateral  pus 
tubes,  nor  resect  an  ovary  after  removal  of  one  pus  tube,  nor 
correct  a  retrodisplaced  uterus  in  addition  to  other  pelvic 
procedures,  if  thereby  he  thought  he  was  diminishing  his 
patient's  chances  of  life.  Yet  rarely  in  his  routine  work 
does  he  have  to  decide  against  such  additional  procedures. 
I  cannot  see  the  force  of  the  time  argument  against  the 
removal  of  the  appendix  as  applied  to  the  large  majority 
of  cases.  In  my  opinion,  as  before  stated,  the  removal  of 
the  appendix  as  a  concomitant  operation  when  opening  the 
abdomen  for  other  purposes  should  not  and  does  not  in  the 
hands  of  the  trained  surgeon  add  to  the  mortality  of  the 
abdominal  section.  Xor  do  I  believe  it  prolongs  the  con- 
valescence. These  last  two  statements  are  individual  opinions 
and  possibly  are  of  value  merely  as  applied  to  my  own  work. 
But  if  they  be  universally  true,  the  only  reason  for  the  non- 
removal  of  every  appendix  where  no  contraindications  exist 
is  eliminated,  and  the  operator  is  logically  compelled  to 
remove  the  organ  in  every  case.  Otherwise,  in  nearly  50  per 
cent,  of  cases  he  will  be  leaving  behind  a  diseased  appendix. 
His  operations  will  be  incomplete,  and  his  patients  will 
suffer  correspondingly. 

Another  argument  in  favor  of  removal  of  the  appendix  as  a 
concomitant  to  pelvic  operations  by  the  abdominal  route  is 
the  occasional  presence  of  malignant  disease  of  the  appendix. 
The  cases  of  primary  carcinoma  of  the  appendix  are  multi- 
plying since  the  latter  has  been  more  systematically  sub- 
jected to  microscopic  examination.  Clark*  has  reported 
recently  a  case  of  primary  carcinoma  of  the  appendix  in  a 
series  of  120  laparotomies  for  pehic  disease  with  coincident 
removal  of  the  appendix.  One  year  later  there  had  been  no 
return  of  the  disease. 

A.  O.  J.  Kelly,'  in  1900,  reported  three  cases  of  primary 
carcinoma  of  the  appendix  in  an  examination  of  706  appen- 
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dices  removed  by  Deaver.  There  was  a  fourth  case,  but  it 
may  have  been  secondary  to  a  carcinoma  elsewhere  in  the 
body.  In  the  3  undoubted  cases  the  tumors  were  of  macro- 
scopic size,  and  were  not  detected  by  the  ordinary  micro- 
scopic examination.  In  my  case,  also,  the  true  nature  of  the 
disease  was  not  discovered  until  the  systematic  laboratory 
examination  had  been  made.  Although  removed  nearly  a 
year  ago  there  has  been  no  sign  of  a  recurrence.  Here  are 
5  cases  of  primary  carcinoma  of  the  appendix  in  1026  appen- 
dectomies, all  unrecognized  macroscopically."  All  the  appen- 
dices were  removed  so  early  that  the  chances  of  non-recur- 
rence are  very  good. 

Purposely  I  have  passed  over  with  few  comments  that 
portion  of  our  subject  which  I  believe  has  been  settled  beyond 
doubt. 

Deaver,  Ochsner,  Kelly,  and  the  testimony  of  other 
equally  good  surgeons  have  proved  that  the  appendix  often 
becomes  diseased  through  its  close  proximity  to  diseased 
appendages  and  vice  versa.  Baldy'  is  of  a  different  opinion, 
but  his  statements  lack  proof.  Microscopic  sections  in 
quite  a  few  of  the  200  cases  in  my  series  showed  progressive 
involvement  of  the  different  layers  of  the  wall  of  the  appendix, 
beginning  with  the  serosa  and  working  inward.  As  far  as 
the  surgeon  is  concerned,  it  is  immaterial  whether  this  is 
exactly  the  same  kind  of  inflammation  as  that  where  the 
morbid  process  starts  with  the  mucosa.  Suffice  it  for  him 
to  know  that  the  appendix  is  diseased  and  may  give  rise  to 
symptoms  in  a  certain  proportion  of  the  cases. 

CONCLUSIONS. 

1.  Only  a  little  over  50  per  cent,  of  appendices  removed 
during  the  course  of  operations  for  pelvic  lesions  will  be 
found  microscopically  to  be  normal. 

2.  The  remainder  will  show  forms  of  acute  and  chronic 
inflammation  or  the  result  of  former  inflammation. 
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3.  The  average  length  of  the  appendix  is  between  8  and 
9  cm.  In  107  cases  of  the  present  series  the  average  length 
was  8.25  cm. 

4.  The  maximum  length  of  the  appendix  is  found  between 
the  ages  of  twenty  and  thirty  years.  After  this  period  the 
average  length  of  the  appendix  is  less.  \Miile  this  diminution 
probably  is  in  part  due  to  normal  atrophy,  in  a  certain  pro- 
portion of  cases  it  is  influenced  by  inflammatory  changes. 

5.  Menstrual  pain  may  be  due  to  or  enhanced  by  the 
presence  of  an  inflamed  appendix.  The  congestion  incident 
to  menstruation  increases  the  inflammation  and  gives  rise  to 
attacks  of  appendicial  colic. 

6.  It  is  exceedingly  difficult  to  differentiate  between  pain 
due  to  pelvic  lesions  and  pain  due  to  chronic  appendicitis. 
In  the  present  series  of  cases  a  much  larger  proportion  of 
patients  whose  appendices  were  abnormal  gave  histories  of 
having  or  having  had  this  pain  of  doubtful  origin. 

7.  The  appendix  is  adherent  twice  as  frequently  in  those 
cases  where  microscopic  examination  shows  past  or  present 
disease.  A  certain  proportion  of  adherent  appendices  are,, 
however,  perfectly  normal  microscopically. 

8.  Mere  shape  of  the  appendix  cannot  serve  as  an  index 
of  its  normality  or  disease.  Appendices  may  be  club-shaped, 
constricted,  or  bent  upon  themselves  and  yet  be  perfectly 
normal  microscopically. 

9.  The  appendix  is  the  seat  of  fecal  concretions  in  at  least 
8  per  cent,  of  all  cases.  Their  existence  does  not  denote  that 
the  appendix  is  diseased. 

10.  Nearly  50  per  cent,  of  patients  with  chronic  disease  of 
the  appendages  show  accompanying  disease  of  the  appendix. 

11.  This  inflammation  may  be  the  result  of  the  direct 
contact  of  the  appendix  with  diseased  adnexa,  or  infection 
may  travel  from  the  latter  to  the  appendix  through  the 
lymphatics  connecting  the  two. 

12.  In  chronic  disease  of  the  appendages  adhesions  of  the 
accompanying  appendices  are  present  in  nearly  50  per  cent. 
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of  the  cases  where  microscopic  examination  shows  the  latter 
to  be  diseased.  In  a  certain  proportion  of  cases,  however, 
although  the  appendix  may  be  adherent,  it  is  also  perfectly 
normal. 

13.  In  chronic  disease  of  the  appendages  the  appendix 
which  is  club-shaped,  constricted,  or  contains  ff'cal  concre- 
tions is  not  necessarily  diseased. 

14.  In  50  per  cent,  of  patients  with  uterine  fibromata  there 
is  accompan^ang  disease  of  the  appendix. 

15.  In  70.9  per  cent,  of  patients  with  ovarian  cystomata 
the  accompanying  appendices  are  diseased.  The  appendix 
is  not  infrequently  adherent  to  an  ovarian  cyst,  and  may  even 
infect  the  latter. 

16.  The  ordinary  median  abdominal  incision  in  the  class 
of  cases  under  consideration  amply  suffices  for  the  removal 
of  the  appendix. 

17.  Such  removal  should  neither  increase  the  mortality  nor 
prolong  the  convalescence. 

18.  Since  it  is  impossible  for  the  surgeon  by  gross  appear- 
ances alone  to  determine  which  appendix  is  diseased,  and 
since  nearly  50  per  cent,  of  appendices  where  the  abdomen 
is  opened  for  other  purposes  are  found,  microscopically,  to 
be  diseased,  it  is  the  surgeon's  duty  in  the  absence  of  con- 
traindications to  remove  the  appendix  in  every  such  case. 
Otherwise  he  will  leave  behind  diseased  appendices,  which 
may  prove  a  subsequent  source  of  suffering  to  the  patient. 

19.  Systematic  examination  of  series  of  removed  appen- 
dices show  the  occasional  presence  of  primary  carcinoma  in 
such  an  early  stage  that  it  could  not  have  been  detected  by 
inspection  at  the  time  of  operation.  Removal  at  this  early 
stage  means  probably  a  non-recurrence  and  the  saving  of  a 
life.  Even  were  carcinoma  of  the  appendix  not  commoner 
than  once  out  of  200  abdominal  sections  it  would  still  be  an 
argument  for  the  removal  of  the  appendix  in  every  case 
where  the  abdomen  is  opened  for  other  purposes. 
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THE   STREPTOCOCCUS    IN    GYNECOLOGIC 
SURGERY. 


Bt  Hunter  Robb,  M.D., 
Cleveland. 


Bacteriologists  have  still  much  to  learn  and  teach  us 
about  the  streptococcus,  especially  with  reference  to  the 
differentiation  of  this  organism  into  distinct  species  or  varie- 
ties. Clinically',  however,  we  know  a  good  deal  about  this 
organism,  and  experience  has  taught  us  to  regard  its  capaci- 
ties for  e\'il  with  respect  not  altogether  unraingled  with  a 
wholesome  dread.  We  know  that  the  streptococcus  in 
some  form  or  other  is  the  pathogenic  agent  in  erysipelas, 
acute  septicemia,  the  puerperal  fevers,  and  postoperative 
peritonitides,  and  thus  far  researches  have  taught  us  to 
wonder  not  so  much  at  the  frequency,  but  rather  at  the  rela- 
tive infrequency,  of  acute  processes  due  to  the  agency  of  the 
streptococcus  pyogenes.  Doderlein  has  shown  that  of  the 
vaginal  secretions  taken  from  about  200  cases  nearly  100 
were  found  to  be  abnormal,  and  that  10  per  cent,  of  these 
pathologic  secretions  contained  the  streptococcus  pyogenes, 
which  in  50  per  cent,  of  the  cases  at  least  was  pathogenic 
for  animals.  Under  these  circumstances,  when  we  remember 
the  bruised  and  lacerated  condition  of  the  genitalia  after 
labor,  which  would  naturally  offer  such  easy  access  to  the 
invading  organisms,  it  would  seem  surprising  that  puerperal 
infections  are  not  much  more  common.  Czerniewsld  found 
streptococci  in  the  lochia  of  33  out  of  81  women  suffering 
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from  puerperal  fever,  whereas  in  those  from  57  healthy 
women  he  was  able  to  find  this  organism  only  once.  In  ten 
fatal  cases  he  demonstrated  its  presence  in  the  various  organs 
of  the  body  after  death. 

On  the  other  hand,  Pryor  reports  36  recoveries  in  37  cases 
of  puerperal  sepsis,  from  which  the  streptococcus  pyogenes 
was  isolated,  but  he  attributes  his  good  results  to  the  effects 
of  the  iodine  which  was  set  free  from  the  iodoform  gauze 
employed  by  him.  Unfortunately,  our  own  experience  is 
far  less  encouraging  and  after  carefully  excluding  errors  in 
technique  we  have  been  forced  to  the  conclusion  that  the 
organism  with  which  Pryor  had  to  deal  was  either  less  viru- 
lent from  the  form  encountered  by  us,  or  that  his  patients 
had  more  resistance,  or  that  his  good  results  were  possibly 
due  to  a  combination  of  these  two  factors. 

In  order  to  arrive  at  some  definite  conclusions  with  refer- 
ence to  the  streptococcus  pyogenes  as  a  cause  of  death  in  our 
own  work,  we  have  made  an  analysis  of  all  our  cases  in 
which  this  organism  has  been  found  during  the  past  six 
years. 

It  will  be  shown  from  our  observations  that  quite  a  large 
number  of  our  patients  died,  and  one  was  unimproved. 
It  will  also  be  noticed  that  in  the  great  majority  of  cases 
in  which  this  organism  was  met  with  there  was  a  previous 
history  of  infection  following  labor  or  an  induced  criminal 
abortion. 

In  the  analysis  of  all  cases  the  points  noted  were  about 
as  follows:  name,  age,  condition,  occupation  of  the  patient, 
number  of  children  and  ages,  miscarriages,  most  frequent 
symptoms,  temperature  and  pulse  on  admission,  highest 
temperature,  highest  pulse,  lowest  temperature,  lowest 
pulse,  average  maximum  temperature,  average  maximum 
pulse,  lowest  maximum  temperature,  lowest  maximum 
pulse,  leukocytes,  operation,  results,  urinalysis,  drainage, 
condition  of  the  appendix,  suppuration,  class  according  to 
the  operation. 
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Abortion  Cases  (Including  a  Few  Cases  of  Labor  after  which 

Treatment  was  A^ecessary). 

Total  number  of  cases     ......     137 

Average  maximum  temperature      .         .  100.8° 

Average  maximum  pulse         .... 

Operatio?is. 
Abdominal  and  vaginal  ..... 

D.  and  C.  with  irrigation         .... 

D.  and  C.  with  irrigation  and  vaginal  puncture 
D.  and  C.  (following  labor  with  irrigations) 
D.  and  C,  vaginal  puncture,  and  irrigation  (foUow- 
ing  labor)     .... 

Pelvic  abscess;  vaginal  puncture 
Miscellaneous  operations 
No  operative  procedure  . 
Abortions  completed  in  hospital 

cus;  one  died 
Recoveries 


none  streptococ- 


114 

3 

71 

29 

2 

3 

1 

6 

12 

10 


104  or  75.9  per  cent. 

Improved 17  or  12.4  per  cent. 

Unimproved    .         .         .         .         .      1  or    0.8  per  cent. 
Died         .         .         .         .  .    15  or  10.9  per  cent. 

Operations  in  the  Case  of  the  Patients  who  Died. 

Abdominal  and  vaginal  ......  2 

D.  and  C.  and  irrigation 5 

D.  and  C,  irrigation,  and  vaginal  puncture      .         .  5 

D.  and  C.  and  vaginal  puncture  (following  labor)    .  1 

Miscellaneous          .......  1 

Abortion  completed  in  the  hospital         ...  1 

15 

Streptococcus  Pyogenes  in  Cases  of  Abortion  or  Following  Labor 

Total  number  of  cases     .         .         .         .         .         .16 

Average  maximum  temperature       .         .         .         101.6° 
Average  maximum  pulse  .....     124 


Operations. 
Abdominal  and  vaginal   ...... 

D.  and  C.  and  irrigation  .         .         .         .         . 

D.  and  C,  irrigation,  and  vaginal  puncture     . 
D.  and  C.  and  irrigation  (following  labor) 
D.  and  C,  irrigation,  and  vaginal  puncture  (follow- 
ing labor) 


Recoveries 
Improved 
Deaths     . 


16 

.  4  or  25  per  cent. 
.  3  or  18.75  per  cent. 
.    9  or  56.25  per  cent. 
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In  16,  then,  of  the  137  cases  the  streptococcus  was  found. 
The  total  number  of  all  our  cases  (from  all  sources)  in 
which  streptococcus  was  found  is  40.  Consequently  those 
in  which  this  organism  was  found,  foUowinj];  an  abortion  or 
labor,  formed  40  per  cent,  of  the  total  number  of  strepto- 
coccus cases  from  every  source. 

Operations  in  the  Fatal  Cases. 

Abdominal  and  vaginal  ......  2 

D.  and  C,  vaginal  puncture,  and  irrigation    .         ._  4 
D.  and  C.  and  irrigation  (following  labor)      .          .  1 
D.  and  C,  irrigation,  and  vaginal  puncture  (follow- 
ing labor)    .                  .....  2 

Furthermore,  we  find  5  cases  and  1  doubtful  case  which 
were  operated  upon  here  (abdominal  operation)  not  for 
abortion,  but  in  which  there  was  a  history  of  a  previous 
abortion  or  labor,  followed  by  chills  and  fever,  and  other 
symptoms  pointing  to  infection,  mild  or  otherwise. 

Cases  in  which  the  Streptococcus  Pycgertes  was  Found  {from  all  sources). 

Total  niunber  of  cases  40 

Average  maximum  temperature  .         .         101.2° 

Average  maximum  pulse  .         .         .         .         .116 

Operatiotis. 

Abdominal  operation  only       .....         5 

Abdominal  and  vaginal  ......       14 

(19,  of  which  7,  or  36.8  per  cent.,  died.) 
D.  and  C.  and  irrigation  (foUowing  abortion)  .         .         2 
D.  and  C,  irrigation,  and  vaginal  pimcture  (follow- 
ing abortion)        .......         6 

D.  and  C,  irrigation,  and  vaginal  puncture  (follow- 
ing labor) 4' 

(16  cases,  in  which  the  vagina  alone  was  opened; 
6  or  37.5  per  cent,  of  the  patients  died.) 
Peh-ic  abscess  evacuated  by  vaginal  pimctur  .         1 

Miscellaneous  ........         7 

Recoveries 20  or  50  per  cent. 

Improved        .         .         .         .         .  6  or  15  per  cent. 

Deaths    .         .         .         .         .  14  or  35  per  cent. 
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Operations  in  the  Fatal  Cases. 

Abdominal  operation  only       .....  4 

Abdominal  and  vaginal 3 

D.  and  C,  irrigation,  and  vaginal  puncture  (follow- 
ing abortion)        .         .         .         .         .         .         .4 

D.  and  C,  irrigation,  and  vaginal  puncture  (follow- 
ing labor) 2 

D.  and  C.  and  irrigation  (following  labor)        .         .  1 

Of  these  14  deaths  in  the  streptococcus  cases  9  or  64.3 
per  cent,  were  in  cases  following  labor  or  abortion. 

We  find  that  in  all  cases  the  streptococcus  was  found 
alone  or  in  combination  in  the  following  order  of  fre- 
quency: 

(1)  streptococcus  alone;  (2)  streptococcus  and  staphylo- 
coccus aureus;  (3)  streptococcus,  staphylococcus  aureus, 
and  B.  coli  communis. 

As  to  the  regions  from  which  these  organisms  were  ob- 
tained, we  might  say  that  in  all  cases  (except  3  in  which 
they  were  found  in  the  vagina)  the  organisms  w^re  obtained 
from  the  uterus,  the  adnexa,  the  cul-de-sac,  or  from  several 
of  these  situations.  In  other  words,  the  organisms  were  pres- 
ent in  places  which  were  admittedly  not  their  normal  habitat. 

In  the  past  six  years  we  have  had  724  abdominal 
sections  with  a  total  of  25  deaths,  a  mortality  of  3.45  per 
cent.  In  7  or  28  per  cent,  of  the  deaths,  the  strepto- 
coccus pyogenes  was  demonstrated. 

Number  of  streptococcus  cases  in  the  abdominal 
sections  that  recovered 12 

Number  of  cases  operated  upon  by  abdominal  sec- 
tion     19 

Number  recovered  12  or  63.2  per  cent.,  leaving  a  mor- 
tality of  36.8  per  cent,  for  the  streptococcus  cases  in  which 
an  abdominal  section  was  carried  out. 

It  gives  me  great  pleasure  to  acknowledge  the  valuable 
help  of  Dr.  Winford  Smith,  the  gynecologic  interne  at 
the  Lakeside  Hospital,  in  the  preparation  of  the  analytic 
table. 


TWENTY  YEARS'   EXPERIENCE  WITH  MANUAL 
DILATATION  OF  THE  OS  AND  CERVIX  UTERI 
TO  EFFECT  IMMEDIATE  DELIVERY  IN 
THE  LATTER  MONTHS  OF  PREG- 
NANCY; ALSO  THE  PRESENTA- 
TION OF  A  NEW  OBSTETRIC 
UTERINE  DILATOR. 


By  Philander  A.  Harris,  M.D., 
Paterson,  N.  J. 


More  than  twenty  years  ago,  while  endeavoring  to  dilate 
the  cervix  uteri  for  the  purpose  of  immediate  delivery  in  a 
case  of  placenta  previa,  I  discovered  that  with  the  hand 
within  the  vagina  I  could,  with  the  thumb  and  the  first 
finger,  exert  a  very  great  dilating  force  upon  the  cervical  ring. 
After  the  uterus,  which  had  first  barely  admitted  my  first 
finger,  had  thus  been  dilated  sufficiently  to  allow  two  fingers 
to  be  introduced,  I  found  that  by  resting  the  extended  first 
finger  (which  was  in  the  uterus)  upon  the  thumb  and  flexing 
the  second  finger  (which  was  also  within  the  uterus)  a 
still  greater  dilating  force  could  be  exerted  on  the  cervical 
ring. 

The  power  thus  obtained  is  owing  to  the  fact  that  traction 
upon  the  cervical  ring  is  effected  by  the  strong  flexor  muscles 
of  one  or  more  fingers,  while  the  point  of  countertraction 
is  upon  the  dorsum  of  the  first  finger,  which  finger  is  sus- 
tained in  a  position  of  incomplete  extension  by  resting  upon 
the  ball  of  the  partially  extended  thumb.  In  this  maneuver 
the  flexor  muscles  of  the  thumb  are  the  chief  factors  in  the 
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countertraction.  So  considerable  is  the  dilating  force  which 
may  be  thus  applied  by  anyone  who  understands  this  method, 
that  the  os  and  cervix  of  any  uterus  of  seven  or  more  months' 
gestation  may  be  enlarged,  and  the  child  and  placenta 
delivered  in  an  average  time  of  one  hour  or  less,  provided 
the  cer\'ix  uteri  fully  admits  the  first  finger  at  the  beginning 
of  the  operation. 

So  far  as  I  know  or  have  been  able  to  learn,  the  first 
written  description  of  this  method  of  dilating  the  cervix 
uteri  formed  a  part  of  a  paper  written  by  me  and  read  at 
the  Pan-American  ]\Iedical  Congress  at  Washington  in  1893. 
I  then  reported  a  series  of  nine  cases  of  placenta  previa, 
all  more  or  less  aided  and  consequently  delivered  by  this 
method  and  without  maternal  mortality. 

After  the  reading  of  my  paper  in  Washington  I  occa- 
sionally met  with  a  physician  who  told  me  he  had  long  used 
the  method  described  in  my  paper.  I  always  insisted  that 
any  such  should  show  me  the  method.  Not  .one,  how- 
ever, has  been  able  to  demonstrate  the  method  used  and 
described  by  me.  I  am  particular  to  mention  this  fact 
to  prove  that  the  profession  has  had  many  misconcep- 
tions regarding  this  method  of  dilating  the  cervix.  For 
such  misconceptions  I,  perhaps,  am  more  to  blame  than 
anyone,  in  that  I  did  not  in  my  original  paper  succeed  in 
writing  a  very  clear  description  of  the  method.  A  few 
evidently  succeeded  in  understanding  my  description,  and 
they  have  since  learned  from  experience  that  they  can  place 
almost  any  patient  seven  or  more  months  advanced  in 
gestation  upon  the  operating-table,  manually  dilate  the 
cervix,  and  safely  deliver  the  woman  in  the  average  time 
for  all  cases  of  less  than  one  hour. 

Ha%ang  brought  out  and  practised  this  particular  method 
of  dilatation  for  more  than  twenty  years,  I  now  wish  to 
make  record  of  some  of  the  more  important  impressions 
which  much  experience  has  left  upon  my  note-book  and 
memory. 


PHILANDER  A.  HARRIS  381 

Manual  dilatation  of  the  cervix  and  immediate  delivery 
have  been  performed  mainly  for  the  following  conditions: 
placenta  previa  and  eclampsia. 

In  more  than  one-half  of  the  cases  of  eclampsia  and 
placenta  previa  I  have  found  the  os  and  ce^^^x  uteri  at 
least  slightly  and  often  one-third  or  one-half  dilated.  In 
less  than  one-half  of  all  the  cases  in  which  immediate 
delivery  was  advised  and  practised  there  had  been  an 
entire  absence  of  both  labor  pains  and  appreciable  dilatation 
of  the  OS  uteri.' 

Of  the  sixty  or  more  cases  wherein  I  employed  manual 
dilatation  not  more  than  twenty-five  can  be  placed  in  a 
class  wherein  neither  labor  pains  nor  appreciable  dilatation 
of  the  OS  and  cervix  uteri  preceded  operation  and  delivery. 

Nine  years  ago  I  collected  for  presentation  (in  discussion) 
at  the  Philadelphia  Obstetrical  Society  my  first  ten  cases 
of  this  class.  Six  were  immediately  delivered  on  account  of 
placenta  previa,  and  four  of  them  because  of  eclampsia. 
General  ether  anesthesia  was  employed  in  every  instance, 
the  anesthetic  being  withdrawn  at  the  moment  the  cervix 
uteri  was  sufficiently  dilated  to  encircle  the  expanded  fist. 
The  membranes  were  then  ruptured  and  a  foot  brought 
down.  Uterine  contractions  usually  rapidly  ensued,  and  the 
delivery  of  the  child  and  placenta  was  accomphshed  in  a 
very  short  time. 

The  time  employed  to  dilate  the  cervix  uteri  in  the  cases 
of  placenta  previa  varied  from  sixteen  to  twenty-two  minutes. 
The  average  for  the  six  cases  being  nineteen  and  one-half 
minutes. 

The  average  time  required  to  dilate  the  os  and  cervix  in 
the  four  cases  of  eclampsia  was  twenty-eight  and  one-half 
minutes. 

Of  the  ten  cases  it  may  be  said  that  the  average  time 
required  to  dilate  the  os  and  cervix  uteri  from  the  time  the 

'  Most  of  my  cases,  especially  in  the  past  ten  years,  hare  been  referred 
to  me  by  their  regular  attendants 


382    MANUAL  DILATATION  OF  OS  AND  CERVIX  UTERI 

index  finger  could  be  introduced  until  the  cervical  ring  was 
made  to  encircle  the  expanded  fist  was  exactly  twenty-three 
minutes. 

The  average  duration  of  the  second  and  third  stages  of 
the  six  cases  of  placenta  previa  was  twenty-three  and  one- 
half  minutes,  while  the  average  duration  of  the  second  and 
third  stages  of  the  eclamptics  was  twenty-seven  and  three- 
quarter  minutes. 

The  average  time  for  the  three  stages  of  labor  in  the 
placenta  previa  class  was  forty-two  and  three-quarter 
minutes;  while  the  average  time  for  the  four  eclamptics  was 
fifty-six  and  one-fourth  minutes  for  the  whole  operation. 

The  average  time  for  dilating  the  cer\'ix  in  all  ten  of  these 
cases  was  twenty-three  minutes,  with  an  additional  twenty- 
five  and  two-tenths  minutes  as  the  average  time  for  the 
second  and  third  stages  of  the  delivery. 

Thus  it  will  be  seen  that  the  average  time  of  all  cases 
for  the  manual  dilatation  of  the  cervix,  together  with  the 
delivery  of  the  child  and  placenta,  was  forty-eight  and  two- 
tenth  minutes.  The  most  speedily  delivered  case  was 
operated  upon  in  forty  minutes,  wliile  the  longest  one 
required  seventy-five  minutes.  All  of  the  women  in  this 
class  of  ten  lived,  excepting  one,  a  case  of  eclampsia.  As 
you  will  notice  by  the  appended  table,  she  had  been  coma- 
tose for  sixteen  hours  prior  to  the  delivery. 

Although  some  bleeding  occurred  from  cervical  lacerations, 
in  one  case  only  did  the  loss  of  blood  especially  annoy  me 
or  cause  apprehension  of  any  particular  danger.  The  case 
speedily  recovered.  Of  this  series  of  ten  cases,  only  four 
of  the  children  ultimately  lived.  The  infant  mortality  is 
readily  accounted  for  when  we  appreciate  that  the  average 
duration  of  gestation  for  these  ten  cases  was  less  than  thirty- 
four  weeks. ^ 

Since  the  ten  cases  just  referred  to  were  reported  to  the 

'  See  tabular  report  which  appears  as  Appendix  No.  1. 


PHILANDER  A.  HARRIS  383 

Philadelphia  Obstetrical  Society  I  have  performed  fifteen 
other  purely  elective  deliveries.  By  purely  elective  delivery 
is  meant  delivery  by  operation  where  neither  labor  pains 
nor  any  appreciable  dilatation  of  the  cervix  uteri  had 
occurred. 

The  method  of  manual  dilatation  which  I  have  employed 
presupposes  the  possibility  of  introducing  the  whole  hand 
within  the  vagina  and  the  index  finger  into  the  cervix  to 
the  metacarpophalangeal  knuckle. 

I  have  met  with  three  women,  all  primiparse,  whose 
vaginae  did  not  admit  my  hand  without  laceration  of  the 
perineum  and,  to  some  extent,  the  vagina.  (My  own  hand 
measures  about  seven  and  three-quarter  inches  glove  measure- 
ment.) 

For  want  of  a  proper  lubricant  and  a  Goodell  or  other 
cervical  dilator,  I  once  failed  in  the  attempt  to  fully  intro- 
duce my  first  finger  into  the  cer\'ix  uteri.  The  anesthetic 
was  withdrawn,  the  patient  sent  to  the  hospital,  and  success- 
fully delivered  at  an  elective  operation  one  week  later. 

I  prefer  sterile  soapsuds  or  sterilized  and  diluted  tincture 
of  soap  as  a  lubricant  for  the  hand.  The  perineum  and 
vagina  are  less  likely  to  be  lacerated  if  the  hand  is  slippery. 

The  fingers  of  the  dilating  hand  should  exert,  so  far  as 
is  possible,  tonic  strain  upon  the  cervical  ring.  Spasmodic 
jerks  or  momentary  out-thrusts  of  digital  strength  should 
never  be  practised.  When  the  first  hand  grows  tired,  with- 
draw it  and  introduce  the  other.  When  it  becomes  fatigued, 
change  to  the  first  hand,  thus  maintaining  as  far  as  possible 
a  tonic  strain  upon  the  ring. 

While  the  tonic  strain  upon  the  cervical  ring  is  being 
properly  exerted  the  fist  of  the  working  hand  itself  occupies 
a  perfectly  passive  position  in  the  pelvis.  On  one  occasion, 
having  exhausted  much  of  the  strength  of  both  my  hands, 
I  asked  a  most  intimate  friend  and  colleague  who  chanced 
to  be  present  to  relieve  me.  He  and  I  both  supposed  that 
he  was  familiar  with  the  particular  method  which  I  employ, 


384    MANUAL  DILATATION  OF  OS  AND  CERVIX  UTERI 

but  from  the  continual  alternating  inward  and  outward 
movement  of  his  arm  at  the  vulva,  and  a  more  particular 
examination  of  his  capabilities,  I  found  that  he  did  not  at 
all  understand  the  method. 

There  is  danger  of  lacerating  the  cervix  uteri  by  this 
method.  I  have  myself  in  a  few  instances  of  the  sixty  or 
seventy  women  thus  operated  upon  caused  appreciable 
laceration  of  the  cervix.  Inattention  to  certain  cautions 
which  I  am  now  trying  to  emphasize  might  surely  result 
in  embarrassing  if  not  dangerous  lacerations. 

There  is  probably  little  risk  of  lacerating  the  cervix  until 
after  it  has  been  sufficiently  dilated  to  admit  three  or  four 
fingers.  \\Tien  the  cervical  ring  is  enlarged  to  that  degree 
the  amount  of  force  which  was  hitherto  necessary  and  safely 
employed  begins  to  become  dangerous  if  continued.  So 
that  from  the  time  three  fingers  and  the  thumb  are  adinitted 
to  the  uterine  cavity  (when  the  circumference  of  the  cervical 
ring  will  be  found  to  measure  from  seven  to  eight  inches), 
the  cervical  ring  will  not  only  be  found  to  dilate  with  less 
force,  but  it  is  desirable  that  less  force  be  applied  in  order 
that  tearing  or  undue  lacerations  may  be  avoided. 

I  am  convinced  that  in  my  earlier  operations  I  generally 
used  too  much  force  in  effecting  the  dilatations.  Some  uteri 
can  doubtless  be  safely  dilated  from  the  size  of  one's  first 
finger  to  a  circumference  of  eleven  or  twelve  inches  in 
twentv-three  minutes,  which  was  the  average  time  for  my 
first  ten  cases  of  purely  elective  delivery,  v/hile  other  cases, 
especially  such  as  have  not  advanced  much  beyond  the  sixth 
and  one-half  or  seventh  month,  yield  so  slowly  that  one  hour 
or  one  hour  and  a  half  may  be  required  to  effect  full  and 
harmless  dilatation.  I  should  say  that  fifty  minutes  might 
be  taken  as  an  average  time  for  safely  and  fully  dilating  the 
cervical  ring  in  purely  elective  delivery,  and  twenty  or 
twentv-five  minutes  more  for  the  completion  of  the  second 
and  third  stages  of  labor. 

My  experience  with  placenta  prevna  embraces  twenty  cases. 
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with  but  one  maternal  death.  In  only  a  small  proportion  of 
the  cases  was  very  much  blood  lost  while  dilating  the  ring. 
If  in  any  case  of  placenta  previa  alarming  hemorrhage 
should  occur  while  effecting  dilatation  I  should  at  once 
withdraw  the  anesthetic,  rupture  the  membranes,  bring  down 
one  foot,  and  allow  the  uterine  contractions  to  effect  the 
delivery.  In  no  instance  have  I  thought  it  necessary  to 
resort  to  this  encroachment  upon  the  application  of  the 
Braxton-Hicks  method. 

My  tendency  in  more  recent  years  to  employ  a  longer  time 
for  the  dilatation  is  but  the  result  of  experience  which  has 
taught  me  that  the  risk  of  lacerating  the  cer\'ix  is  greatly 
diminished  by  less  speedy  work. 

It  is  the  continual  or  tonic  strain  upon  the  cervical  ring 
which  dilates  it.  If  the  fingers  and  hand  tire  so  that  they 
cannot  exert  a  moderately  equable  and  continuous  pressure, 
the  work  of  dilatation  lags.  He  whose  hand  can  only  exert 
a  pressure  for  one  minute,  and  must  then  be  rested  for  three 
minutes,  resumes  the  strain  for  one  minute  more,  and  rests 
again  for  three  minutes,  and  so  along  until  the  uterus  is 
fully  dilated,  should  take  about  three  times  as  long  to  safely 
dilate  the  cervix  as  the  operator  whose  hand  can  exert  the 
necessary  unremitting  pressure  for  three,  five,  or  seven 
minutes,  and  can  find  that  hand  rested  after  the  other  hand 
performs  a  similar  task.  Probably  some  hands  are  weak 
or  tire  so  rapidly  that  they  are  illy  suited  to  the  performance 
of  manual  dilatation  of  the  uterus. 

If  at  any  stage  in  the  task  of  dilatation  the  operator  finds 
the  cervical  ring  suddenly  yielding,  he  is  entitled  to  the 
presumption  that  he  has  unintentionally  lacerated  the  cervix 
uteri. 

It  has  been  my  custom  in  all  cases  to  so  fully  dilate  the 
cervix  that  it  is  not  likely  to  offer  any  obstruction  to  the 
passage  of  the  larger  portion  of  the  child. 

I  prefer,  and  have  usually  employed,  general  anesthesia, 
produced  by  sulphuric  ether,  and  have  always  entirely  with- 
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drawn  the  anesthetic  at  or  before  completion  of  the  dilatation. 
It  is  doubtless  an  advantage  to  allow  the  patient  to  recover 
somewhat  from  the  anesthetic  before  rupturing  the  mem- 
branes. I  seek  to  bring  down  one  foot  and  turn  the  child 
while  the  waters  are  escaping,  ^^ersion,  however,  is  often 
uncalled  for,  and  might  be  dispensed  with.  The  chief  object 
in  having  the  patient  partly  out  of  the  anesthesia  before 
rupturing  the  membranes  is  that  nature  may  exert  more  of 
its  force  to  aid  not  only  the  expulsion  of  the  contents  of 
the  uterus,  but  that  the  physiologic  contractions  of  the 
uterus  may  be  more  pronounced,  and  the  dangers  of  intra- 
uterine hemorrhage  thereby  lessened. 

I  believe  that  general  anesthesia  in  labor  predisposes  to 
intrauterine  postpartum  hemorrhage.  My  preference  for 
ether  to  chloroform  is  based  upon  a  belief  that  the  latter 
is  more  injurious  to  uterine  muscular  tonicity  than  is  the 
former.  WTiether  previous  postpartum  hemorrhage  follows 
a  physiologic  or  manual  deUvery,  it  has  been  my  custom 
to  at  once  widely  open  the  vagina  with  a  speculum  or 
retractors,  drag  down  the  always  patulous  cer^'ix  uteri  and 
ascertain  the  source  of  bleeding.  If  the  blood  pours  from 
a  laceration  of  the  cer\'ix  I  insert  with  a  curved  needle  the 
catgut  ligature  at  bleeding  points.  If  needles  and  suture 
material  are  not  at  hand,  and  the  demand  for  action  appears 
very  urgent,  I  grasp  the  bleeding  point  or  points  with  one 
or  more  vaginal  hysterectomy  clamps.  The  forceps  are 
removed  on  the  day  following.  The  amount  of  blood 
already  lost,  as  in  placenta  pre^'ia,  or  the  rapidity  and 
weakness  of  the  pulse  at  the  wrist,  may  require  that  we  not 
only  avoid  any  further  waste  of  blood,  but  that  we  also 
support  the  circulation  by  throwing  a  quantity  of  normal 
salt  solution  in  a  vein. 

Any  condition  of  the  patient  calling  for  an  immediate 
or  elective  delivery  is,  from  the  very  nature  of  things 
in  itself  serious,  consequently  any  art  which  must  be  re- 
sorted to  for  the  purpose  of  lessening  the  danger  to  the  life 
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or  lives  in  interest  should  be  skilfully  and  cautiously  prac- 
tised. 

In  no  instance  can  I  remember  of  having  accidentally 
ruptured  the  membranes  while  accomplishing  manual  dilata- 
tion of  the  cervix.  One  inexperienced  in  this  work  would 
suppose  that  the  membranes  would  frequently  be  uninten- 
tionally ruptured  while  effecting  the  manual  dilatation. 

In  total  manual  dilatation  one  must  change  from  one  hand 
to  the  other  from  five  to  ten  or  more  times,  according  to  the 
rapidity  with  which  the  hand  fatigues. 

For  many  years  I  have  not  reintroduced  a  hand  without 
rewashing  and  resterilizing  it.  If  gloves  were  worn  a 
freshly-boiled  glove  was  put  on  for  each  succeeding  intro- 
duction of  the  hand,  while  the  vulva  was  frequently  irrigated 
with  normal  salt  solution,  and  occasionally  with  a  solution  of 
bichlorid  of  mercury.  The  especial  reason  for  irrigating 
the  vulva  with  normal  salt  solution  was  that  any  escape  from 
the  rectum  might  be  carried  downward  and  away  from  the 
vagina.  The  stretching  of  a  towel  to  cover  the  anus  is  of 
little  value  in  protecting  the  ingoing  arm  from  any  discharge 
from  the  rectum,  unless  it  is  of  several  folds  and  its  upper 
border  held  by  the  fingers  of  the  assistants  in  such  manner 
as  to  effectually  form  a  dam  across  the  perineum  between 
the  introitus  vaginte  and  anus.  No  attempt  should  be  made 
to  cover  the  rectum,  but  the  energy  of  the  assistants  should 
be  directed  to  thus  draping  a  few  folds  of  sterilized  linen 
and  holding  it  by  firm  pressure  against  the  perineum. 
Notwithstanding  all  this  care,  however,  the  nearness  of  the 
rectum  to  the  ingoing  hand  and  arm  would  seem  to  expose 
the  patient  in  a  degree  at  least  to  the  dangers  of.  septic 
infection.  I  regard  the  necessarily  repeated  introduction  and 
withdrawal  of  the  hand  as  the  most  objectionable  feature  of 
manual  dilatation. 

With  this  brief  review  of  my  own  work,  which  has  been 
and  may  be  so  easily  imitated  by  others,  and  which  has  the 
one  and  very  great  characteristic  advantage  of  being  non- 
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instrumental,  I  wish  to  direct  your  attention  to  another 
method  of  effecting  dilatation,  but  which  possesses  one  very 
serious  disadvantage,  and  that  is  that,  unlike  the  hand,  we 
may  not  always  have  it  with  us  when  required  for  use. 

The  instrument  which  I  am  about  to  present  to  you  was 
recently  devised  by  me,  and  with  it  I  have  since  effected 
two  purely  elective  deliveries.  (Fig.  1.)  One,  for  a  small 
and  contracted  pelvis,  where  in  the  interest  of  the  child  the 
birth  was  precipitated  at  the  thirty-seventh  week.  The  other, 
a  case  of  placenta  previa,  between  the  sixth  and  seventh 
months  of  uterogestation.  As  you  will  see,  the  instrument 
consists  of  two  levers  about  twelve  inches  long,  with  a 
fulcrum  near  the  center  of  each.  One  of  these  long  levers 
has  a  pin  through  its  center,  either  end  of  which  serves  as  a 
fulcrum  for  the  two  short  levers,  which  move  in  transverse 
plane  to  that  of  the  long  levers.  Each  pair  of  levers  is 
provided  with  a  bolt  and  thumb-nut,  with  which  to  hold 
all  advancement  gained.  The  spring  or  resiliencj'  of  the 
levers  effects  the  tonic  strain  upon  the  cervical  ring.    (Fig.  2.) 

The  limit  of  expansion  upon  the  two  long  levers  is  about 
four  inches,  which,  of  course,  effects  a  dilatation  of  the 
cervix,  amounting  to  about  eight  and  three-quarter  inches 
circumferential  measurement. 

In  the  middle  months  of  gestation  it  will  be  seen  that  the 
cervix  may  be  dilated  sufficiently  by  this  pair  of  levers  to 
permit  the  escape  of  the  uterine  contents;  but  for  purely 
obstetric  purposes,  from  the  thirtieth  week  of  gestation 
onward,  the  cervical  ring  should  be  dilated  from  eleven  to 
twelve  inches  in  circumference.  When  the  Hmit  of  expansion 
possible  with  the  long  levers  is  attained  the  two  short 
levers  are  introduced.     (Figs.  3  and  4.) 

By  the  combination  of  the  two  pairs  of  levers  the  cervical 
ring  can  be  dilated  to  twelve  inches.  The  levers  are  intro- 
duced one  after  another  in  the  following  manner: 

While  the  vagina  is  being  held  open  with  a  speculum  or 
retractors,  grasp  the  cer\'ix  with  a  hook  or  traction  forceps. 


_^--**'<i^ 


Showing  the  various  parts  of  the  dilator.     The  lines  breaking  the  field  into 
squares  are  one  inch  apart,  by  which  the  dimensions  of  the  various  parts  of 

the  instnniients  can  lie  readilv  determined 


howiiisr  the  I  \V(i  long  or  working  \i-\' 


N  closed. 


Showing  the  terminals  <jI  tlie  long  levers  opened  lo  die  iiniu  oi  ilieir  niii\e- 
menls.     The  rubber  band  upon  the  terminals  indicates  the  relation  of   the 


Fig.  4. 


Showiiif;  the  sliort  levers  set  in  plnee  on  llieir  Inlcrnn 


Fig.  5. 


Showinii  the  proper  position  of  tlie  long  levers  while  in  action.  Abovit  one- 
half  of  tlie  dilatation  possible  with  them  has  already  been  effected.  (Taken 
in  the  preparation  for  delivery  on  account  of  placenta  prscvia  on  May  8, 190-4.) 
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If  the  cendx  will  not  admit  both  the  long  levers,  it  must 
first  be  sufficiently  dilated  with  a  Goodell  or  other  cervical 
dilator.'  So  soon  as  the  cervix  will  allow  introduction  of  the 
two  long  levers,  lock  them  at  the  fulcrum,  set  the  bolt  in  the 
handles,  approximate  the  hand-parts  and  hold  them  in  place 
with  the  thumb-nut.      (Fig.  5.) 

About  every  two  minutes  by  the  watch  reapproximate  the 
hand-parts  of  the  levers,  turning  the  thumb-nut  by  the 
merest  touch  of  one  finger  until  it  is  again  arrested  upon  the 
lever.  The  spring  or  resiliency  of  the  levers  bears  such 
relation  to  the  naturally  yielding  character  of  the  cervix  that 
renewed  pressure  upon  the  proximals  of  the  hand-parts  after 
each  succeeding  interval  of  two  minutes  or  less  will  permit  the 
thumb-nut  to  be  turned  for  about  one-quarter  of  a  revolution. 

My  dilator  as  at  present  made  is  without  a  pehic  curve, 
so  that  from  the  moment  it  is  applied  until  the  dilatation 
is  completed  the  operator  or  his  assistant  should  maintain 
a  slight  but  constant  pressure  downward  upon  the  perineum; 
but  he  should  also  at  the  same  time  steadily  but  sHghtly 
continue  to  press  the  instrument  upward  in  the  pelvis  and 
against  the  cervix,  in  order  that  the  cervical  ring  may  not 
slip  off  the  terminals. 

All  my  experience  in  manual  and  the  slight  experience  in 
instrumental  dilatation  of  the  cervix  in  the  latter  months  of 
pregnancy  convince  me  that  at  the  beginning  of  dilatation 
far  greater  force  is  required  than  at  later  stages  of  the  task. 

From  a  series  of  tests  of  the  strength  of  my  own  hand 
as  applied  in  manual  dilatation,  and  also  from  a  study  of 
the  force  exerted  upon  the  levers  of  my  dilator,  I  judge  that 
in  the  beginning  of  dilatation  of  the  cervix  uteri  from  fifteen 
to  twenty  pounds  of  countertraction  are  probably  not  only 
bearable  but  requisite  for  the  proper  advancement  of  dilata- 

'  The  writer  has  already  devised  extension  tips  for  this  instrument,  which 
may  be  momentarily  attached  to  it  and  used  to  dilate  the  cervix  suflB- 
ciently  to  first  admit  the  long  levers,  thus  dispensing  with  the  need  for  a 
Goodell  or  other  dilator  to  begin  the  dilatation. 
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tion.  As  the  cervix  grows  larger,  less  force  is  required,  so 
that  when  the  cervical  ring  has  been  dilated  to  a  circum- 
ference of  six  or  seven  inches,  I  judge  that  a  countertraction 
force  of  from  ten  to  fifteen  pounds  is  not  only  •  sufiicient 
to  carry  along  the  work  of  dilatation,  but  that  this  com- 
pression may  be  reappUed  after  shorter  intervals  than 
was  possible  in  the  earlier  stages  of  the  task.  A  gradually 
diminishing  force  is  not  only  adxnsed  in  the  finishing  stages 
of  the  dilatation,  but  this  lessened  force  will  be  found  to 
increase  the  dilatation  more  rapidly  than  the  greater  force 
which  was  applied  at  either  the  beginning  of  dilatation  or 
in  the  middle  stages  thereof. 

I  am  particular  to  direct  attention  to  my  assumptions  in 
this  relation,  for  by  so  doing  I  may  prevent  the  inexperienced 
from  applying  undue  force  in  the  latter  stages  of  dilatation, 
whereby  unnecessary  lacerations  of  the  cervical  ring  might 
be  effected. 

This  caution  is  directed  even  more  to  the  manual  than  the 
instrumental  operator,  for  the  reason  that  the  strain  exerted 
by  the  fingers  upon  the  cer\'ical  ring  cannot  be  so  definitely 
gauged  as  that  exerted  by  one  finger  and  a  thumb  upon  the 
proximals  of  such  an  instrument  as  I  have  devised. 

T\Tien  the  limit  of  dilatation  possible  with  the  two  long 
levers  is  reached  the  two  short  levers  are  introduced  and  the 
bolt  set  and  tightened  with  the  thumb-nut. 

The  next  step  is  to  gradually  release  the  strain  upon  the 
long  levers  and  to  just  as  rapidly  take  up  with  the  short 
levers  every  particle  of  slack  in  the  cervical  ring.  (Figs. 
6  and  7.)  In  this  manner  continue  the  transference  from 
the  long  to  the  short  levers  until  the  proximals  or  thumb- 
parts  of  the  short  levers  are  together.  (Fig.  8.)  We  thus, 
without  much  risk  of  dislodging  the  cervical  ring  from  the 
instrument,  practically  transfer  the  strain  and  distention  of 
the  cer^dx  from  the  long  to  the  short  levers. 

This  accomplished,  renew  the  intermittent  approximation 
of  the  hand-parts  of  the  long  levers,  holding  every  succeeding 


Fig.  6. 


Showinj;  I'ull  cxpaiisiiiii  liy  loiifi  li'vcrs.  willi  the  short  Icvors  placed  in  posi- 
tion and  rcad\'  lor  tlie  translerrnci- of  tlic  partly  dilated  cervical  ring  from 
I  lie  long  levers  to  them. 


Showing  the  position  of  tin-  shurt  li'vrrs  iil'ti'i-  transrcrcncr  to  them  of  the 
strain  from  the  long  levers.  The-  liand-]);u-t,s  uf  the  long  levers  appear  widely 
separated  and  are  ready  for  their  reapproximation  required  for  a  continu- 
ance of  the  dilatation. 


Fig.  !). 


Showing  the  position  of  all   lexers  when  the   ccrx  leal   ring  has  been  fully 
^dilated  by  opening  for  the  second  time  the  terminals  of  the  long  levers. 
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gain  with  the  gentlest  turn  of  the  thumb-nut,  to  which  must 
never  be  applied  more  force  than  is  possible  with  the  touch 
of  a  single  finger.  Almost  before  the  full  limit  of  the  four 
levers  is  attained  the  unruptured  membranes  will  present 
themselves  to  view  at  the  vulva.     (Fig.  9.) 

Thus  the  work  of  dilatation,  if  slowly  effected,  is  accom- 
plished easily  and  safely,  and  the  uterus  afterward  so  rapidly 
emptied  that  I  feel  as  though  I  should  never  again  employ 
manual  dilatation  if  this  dilator  is  at  hand. 

By  the  use  of  two  simple  levers,  with  the  fulcrum  near 
their  centres,  the  dilating  strain  upon  the  cervical  ring  nearly 
equals  the  pressure  exerted  by  the  hand  upon  the  tips  of  the 
hand-parts.  The  instrument  thus  constructed,  when  used, 
at  once  becomes  an  educator  of  the  senses  required  for  its 
proper  emplo}Tnent.  Obstetric  dilators  in  which  the  strains 
are  effected  with  a  screw  are  undoubtedly  open  to  the  very 
serious  objection  raised  by  Dr.  J.  Whitridge  WiUiams  and 
possibly  others,  that  one  has  no  idea  of  the  amount  of  force 
or  strain  thereby  exerted  upon  the  cervical  ring. 

Conclusions.  If  the  condition  of  any  patient  is  such  that 
elective  delivery  is  desired  and  advised  for  her,  the  delivery 
can  be  effected  by  first  fully  dilating  the  os  and  cervix  uteri', 
either  with  the  hand  or  by  a  simple  multi-lever  dilator. 

The  strain  upon  the  cervical  ring  should  not  be  too  strong 
and  as  nearly  equable  and  constant  as  possible.  Some  uteri 
may  safely  yield  to  the  mechanical  strain  exerted  by  the 
operator  and  dilate  as  much  in  thirty  minutes  as  will  others 
in  ninety  minutes. 

The  greatest  strain,  possibly  fifteen  to  twenty  pounds,  is 
needful  in  acquiring  the  first  four  or  five  inches  of  dilatation. 
As  the  cer\'ical  ring  enlarges  beyond  this  point  the  strain 
should  be  gradually  diminished. 

Any  strong  hand  employing  the  particular  method  prac- 
tised by  the  writer  is  doubtless  capable  of  lacerating  the 
cervix  after  its  ring  has  been  one-third  dilated. 

Fifty  minutes  may  be  taken  as  the  average  time  required 
to  safely  dilate  the  os  and  cervix  uteri  from  the  size  of  one's 
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finger  to  a  circumference  of  twelve  inches.  Twenty-five 
minutes  should  be  the  average  time  for  rupture  of  the  mem- 
branes and  delivery  of  the  child  and  placenta. 

The  hand  can  never  be  made  to  exert  the  continuous  and 
equable  strain  upon  the  cervical  ring  which  may  be  imparted 
by  a  properly  constructed  simple  lever  dilator. 

The  instrument  which  effects  a  moderate  but  steady  and 
unremitting  strain  and  in  which  the  operator  balances  the 
strain  on  the  proximals  of  the  levers  is  probably  the  ideal 
method  of  effecting  rapid  dilatation. 

In  the  latter  months  of  gestation  the  cervical  ring  should 
be  so  enlarged  that  it  is  not  likely  to  offer  any  obstruction 
to  the  birth  of  the  child.  The  occurrence  of  alarming 
hemorrhage  in  placenta  previa  may  demand  more  rapid 
enlargement  of  the  cer\'ical  ring  than  is  generally  advised 
for  other  purposes,  while  version  and  bringing  down  of  one 
foot  before  very  much  dilatation  is  effected  may  be  the 
measure  requisite  to  avoid  further  loss  of  blood  and  save 
the  mother. 

WTien  this  instrument  is  placed  on  sale  you  will  find  it 
provided  with  movable  tips  so  constructed  that  they  can 
be  momentarily  attached  to  the  terminals  of  the  two  long 
blades  and  so  shaped  that  they  will  serve  to  dilate  any  cervix 
which  is  not  large  enough  to  admit  the  broader  terminals 
of  the  two  long  levers  as  you  now  see  them.  Furthermore, 
the  instrument  vnW  also  be  provided  with  a  dial  to  register 
the  number  of  pounds  of  strain  upon  the  cervical  ring,  and 
tliis  weighing  de^^ce  will  be  so  adjusted  that  the  amount  of 
tension  will  be  shown  at  any  stage  of  the  dilatation. 

Although  I  have  assumed  that  a  given  number  of  pounds 
of  strain  are  requisite  for  the  accomplishment  of  dilatation 
of  the  cervical  ring,  I  wish  to  emphasize  the  assertion  that 
such  estimations  may  be  open  to  considerable  modification 
by  me  or  by  others  who  may  hereafter  work  with  my  im- 
proved dilator,  whereby  the  exact  number  of  pounds  of 
strain  may  be  noted  as  frequently  as  the  operator  desires 
from  the  very  beginning  to  the  completion  of  dilatation. 
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APPENDIX  II. 

Comparison  of  some  of  the  more  important  advantages  and  disadvantages 
of  manual  and  instrumental  dilatation  of  the  os  and  cervix  uteri  in  the 
latter  months  of  pregnancy. 

The  imlruiMnial   method,  by   simple 
levers  ivilh  weighing  device  attached 
at  devised  by  the  writer- 
It  is  an  instrument  for  which  the 
general  practitioner  would  have  but 
little  and  infrequent  legitimate  use. 
Always  ample  in  force.     Main- 
tains  a    continuous    and    equable 
strain  upon  the  cervical  ring  with- 
out fatigue  to  the  operator.     Con- 
stantly indicates  the  strain  in  pounds 
as  shown  on  the  dial. 

May  be  sterilized  by  boiling. 


The  hand  melliod. 

The  hand  is  always  with  the 
operator. 

Most  but  not  an  hands  are  strong 
enough  to  apply  the  force  required 
for  dilatation.  Because  of  the  fa- 
tigue, the  countertraction  strain  is 
more  or  less  irregular. 

Cannot  be  sterilized  by  boiling, 
although  the  rubber  gloves  if  at 
hand  can  be  thus  sterilized  and 
worn. 

Hands  must  be  rested,  thus  re- 
quiring in  some  cases  twelve  or 
fifteen  introductions  of  the  hand 
within  the  vagina,  loss  of  time  and 
some  risk  of  infecting  the  patient. 


Some  vaginae  are  too  small  to  ad- 
mit the  hand  without  laceration. 


The  operator  forms  indefinite 
ideas  of  the  amount  of  force  exerted 
on  the  cervical  ring. 


Unless  the  cervix  is  so  small  as 
to  require  the  tips  to  begin  the  dila- 
tations, the  instrument  is  intro- 
duced but  once,  and  is  not  removed 
until  dilatation  is  completed.  With 
vaginal  retractors  and  a  hook  the 
instrument  can  be  introduced  with- 
out passing  the  fingers  into  the 
vagina. 

Every  vagina  should  admit  the 
instrument  and  tolerate  its  expan- 
sion so  far  as  its  use  for  dilatation 
may  be  necessary  without  injury. 

The  operator  may  read  at  any 
moment  the  amount  of  force  ex- 
erted on  the  cervical  ring. 


THE  IMPLANTATION  OF  THE  HUMAN  0\TJM 
IN  THE  UTERUS.' 


Bt  Charles  Sedgwick  Minot,  LL.D.,  Sc.D., 

PROFESSOR  IN  THE   HARVARD    MEDICAL  SCHOOL,   BOSTON. 


The  discovery  of  the  fact  that  certain  ti.ssues  can  attack 
and  destroy  others  is  one  of  the  most  important  discoveries 
of  recent  years.  It  is  perhaps  to  be  regarded  as  a  process  of 
digestion  of  one  tissue  by  another.  It  is  known  that  certain 
young  tissues  of  the  embryo  are  in  part  endowed  with  a  capac- 
ity to  destroy  the  tissues  with  which  they  come  in  contact. 
This  phenomenon  has  an  intimate  relation  to  many  diverse 
developmental  processes.  It  appears  that  a  tissue  may  pro- 
duce a  destructive  agent,  presumably  chemical  in  character, 
from  which  the  tissue  itself  under  normal  conditions  does 
not  suffer,  but  which  will  destroy  other  tissues  with  which  it 
comes  in  contact.  Our  present  knowledge  leads  us  to  believe 
that  such  a  phenomenon  occurs  during  the  early  stages  of 
the  human  ovum  and  affords  us  an  approximately  correct 
conception  of  the  most  important  steps  in  the  earliest  history 
of  the  ovum,  by  which  its  original  relations  to  the  uterus  are 
established.  Embryologists  designate  this  early  attachment, 
the  insertion  of  ova  upon  the  wall  of  the  uterus,  by  the  term 
implantation.  In  animals  which  have  claws  and  are  therefore 
called  unguiculate,  such  as  carnivora  and  primates,  including 
man,  the  chorion  is  supplied  with  bloodvessels  and  enters 
into  intimate  relations  with  the  wall  of  the  uterus.  It  has  been 
my  privilege  to  investigate  the  changes  involved  in  the  estab- 

'  Read  by  invitation. 
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lishment  of  such  relations  in  various  animals,  and  I  find,  as 
other  observers  also  have  found,  that  the  ectoderm  of  the  chor- 
ion undergoes  a  peculiar  proliferation  by  which  its  cells  become 
very  much  more  numerous.  Some  of  the  cells  rapidly  assume 
a  distinctive  character,  and  are  easily  recognized  by  their  large 
size.  It  further  appears  that  wherever  these  modified  ecto- 
dermal cells  come  in  contact  with  the  walls  of  the  uterus, 
destructive  changes  go  on  in  the  uterine  tissue.  The  facts 
indicated  suggest  that  these  cells  produce  a  substance  which 
is  capable  of  digesting  or  dissolving  the  substance  of  the 
uterus.  As  the  ectodermal  cells  in  question  are  important 
and  highly  characteristic  of  many  placental  mammals,  I 
propose  for  them  a  special  name,  trophoderm.^  The  func- 
tion of  the  trophoderra  is  to  corrode  away  a  portion  of  the 
mucous  membrane  of  the  uterus.  In  man  this  corrosion 
takes  place  so  as  to  make  a  cavity  in  which  the  ovum  lodges 
itself.  The  trophoderm  thereupon  imdergoes  a  hypertrophic 
degeneration,  which  occurs  so  as  to  produce  a  series  of  irreg- 
ular spaces,  which  persist  and  become  the  intervillous  spaces 
of  the  placenta.  Papillary  outgrowths  of  the  chorionic  meso- 
derm meanwhile  penetrate  the  trophoderm,  initiating  the 
formation  of  the  chorionic  villi.  The  trophodermic  cells  over 
each  mesodermic  outgrowth  persist  in  two  layers:  the  inner, 
cellular,  and  the  outer,  sync}i;ial.  These  two  layers  represent 
the  first  stage  of  the  ectoderm  of  the  villi. 

In  many  animals  the  trophoderm  does  not  cover  the  whole 
of  the  ovum  as  in  man,  but  is  spread  only  over  a  small  portion 
of  the  chorion.  This  portion  is  sometimes  designated  as  the 
placental  area.  A  restricted  placental  area  of  this  sort  can 
be  readily  observed  in  the  early  stages  of  the  rabbit,  dog,  or 
cat.    On  the  other  hand,  there  are  a  few  animals,  such  as  the 


'  In  the  address  the  term  "trophoblast"  was  used  in  accordance 
with  my  understanding  of  Professor  Hubrecht's  views  and  consent ;  but 
as  Professor  Hubrecht  has  objected  to  this  application  of  liis  term,  it 
has  been  necessary  to  propose  a  new  one.  I  regret  that  so  good  a  name 
as  trophoblast  has  to  be  dropped. 
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hedgehog  and  guinea-pig,  in  which  the  trophoderm  is  very 
precociously  developed,  so  as  to  be  present  at  a  time  when 
the  ovum  has  advanced  but  little  beyond  the  first  stages  of 
segmentation.  The  trophodermic  cells  in  these  cases  increase 
in  number,  form  considerable  layers,  and  where  they  come 
in  contact  with  the  walls  of  the  uterus,  attack  and  destroy 
part  of  it,  so  that  a  hole  is  made  in  its  wall  the  exact  size 
of  the  young  ovum.  The  process  in  such  cases  is  similar  to 
that  which  has  been  observed  in  man,  but  with  the  difference 
that  it  occurs  while  the  ovum  is  much  less  advanced  in 
its  development. 

Turn  now  to  observations  which  concern  the  primates  and 
man.  Owing  to  the  investigations  of  Selenka  and  of  Koll- 
mann,  we  know  that  a  true  trophoderm  exists  in  the  early 
stages  in  monkeys  and  apes.  It  has  been  actually  observed 
in  various  old-world  monkeys,  in  the  gibbon,  and  chimpanzee. 
Ova  of  these  animals  have  been  also  observed  in  which  the 
trophoderm  seems  to  have  corroded  away  the  uterine  wall 
and  made  a  place  for  the  newly  developing  organism.  The 
evidence  in  regard  to  implantation  in  man  may  be  briefly 
indicated  as  follows:  First,  we  have  a  number  of  ova  in 
very  early  stages  in  which  the  trophoderm  can  be  distinctly 
seen  over  the  outside  of  the  ova;  it  is  most  developed  in 
the  very  earliest  stages  heretofore  recorded,  and  it  rapidly 
degenerates,  but  in  these  very  earliest  stages  the  implan- 
tation in  the  uterus  has  already  taken  place.  The  ovum 
is  lodged  in  a  cavity  of  the  mucosa.  Second,  we  have  the 
numerous  observations  which  show  that  the  trophoderm  has 
the  power  of  destroying  uterine  tissue  in  various  animals. 
The  conclusion  from  this  double  evidence  is  obvious;  that 
the  trophoderm  in  man  has  for  its  special  function  the  accom- 
plisliment  of  the  primitive  insertion  of  the  developing  germ 
into  the  wall  of  the  uterus.  This  conclusion  is  further  cor- 
roborated by  the  evidence  from  apes  and  monkeys.  In  short, 
it  seems  scarcely  too  much  too  say  positively,  in  the  light  of 
our  present  knowledge,  that  the  function  of  the  trophoderm 
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as   the  means  of  implanting   the   human  ovum  is  demon- 
strated. 

Peters'  ovum  still  remains  the  earliest  stage  of  man  yet  de- 
scribed. It  has  a  small  chorionic  vesicle,  on  the  exterior  of 
which  is  a  very  considerable  layer  of  trophodermic  cells, 
which  stretches  completely  around  the  vesicle,  and  which  in 
thickness  equals  a  quarter  or  a  fifth  of  the  diameter  of  the 


Explanation  of  diagram,  based  on  Peters'  ovum. 
Ep,  uterine  epithelium;  Uf,  mucous  membrane  (decidua)  of  uterus; 
Tro,  trophoderm  ;  Bl,  spaces  formed  by  the  degeneration  of  the  tropho- 
derm  ;  maternal  blood  enters  these  spaces  from  the  decidual  bloodvessels  ; 
Emb,  embryonic  shield;  Am.  cav,  amniotic  cavity;  Yk.s,  yolk  sack,  the 
entodermal  lining  of  which  is  indicated  by  a  heavy  black  line  ;  Mes,  chori- 
onic mesoderm  ;  Coe,  extraembryonic  celom. 

entire  chorionic  vesicle.  This  external  layer  is  made  up 
entirely  of  proliferated  enlarged  cells  of  the  chorionic  ecto- 
derm. There  is  an  embryonic  shield  present  at  this  stage, 
but  nothing  which  can  properly  be  called  an  embryo.  The 
total  diameter  of  such  a  vesicle  is  3  or  4  mm.  Even  in  this 
the  youngest  stage,  which  has  been  actually  observed,  the 
trophoderm  has  undergone  a  certain  amount  of  degenera- 
tion, and  there  are  consequently  already  a  series  of  cavities 
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as  represented  in  the  accompanying  diagram,  which  we 
identify  as  the  beginnings  of  the  intervillous  spaces.  The 
diagram  also  shows  that  there  has  been  precociously  devel- 
oped a  special  layer  of  connective  tissue  lining  the  interior 
of  the  chorion  and  forming  a  series  of  projections  or  papillip. 
We  are  so  fortunate  as  to  have  a  series  of  specimens  in  the 
embryological  collection  at  the  Harvard  Medical  School 
sufBcient  to  enable  us  to  gather  a  general  notion  of  the  origin 
and  development  of  the  chorionic  \'illi.  We  find  that  the 
trophoderm  undergoes  its  degeneration  probably  exclusively 
after  it  has  performed  its  function  of  making  a  place  for  the 
ovum  in  the  wall  of  the  uterus.  As  it  degenerates  the  tropho- 
derm covering  of  the  incipient  villi  becomes  thinner,  the  meso- 
derm of  the  villi  meanwhile  continues  to  grow,  and  the  orig- 
inal simple  papilla?  become  branching,  until  finally  we  have 
the  remnants  of  the  trophoderm  converted,  as  above  stated, 
into  the  double  layer  of  cells,  the  so-called  chorionic  ectoderm. 
For  a  considerable  period,  however,  there  are  always  accumu- 
lations of  the  original  trophoblastic  cells  preserving  something 
of  their  primitive  character  to  be  observed  at  the  end  of  the 
villi.  Thus,  in  an  ovum  of  8  mm.  in  diameter,  we  observed 
that  the  amount  of  the  trophoblast  has  been  greatly  reduced 
as  compared  with  Peters'  ovum,  and  that  the  mesoderm  had 
extended  farther  down,  and  hence  the  structure  of  the  villus 
was  more  clearly  defined.  By  the  time  the  ovum  is  eleven  or 
12  mm.  in  diameter  there  is  little  trace  of  the  trophoderm  left, 
and  it  is  about  at  this  period  of  development  that  we  begin 
to  recognize  the  formation  of  embryonic  structures,  so  that  we 
may  say  that  the  entire  history  of  the  trophoderm  is  com- 
pleted, and  all  its  functions  are  accomplished  before  the 
embryonic  structures  are  existent.  Peters'  observations  indi- 
cate that  the  ovum  becomes  completely  embedded  in  uterine 
mucous  tissue  and  that  the  thickness  of  the  mucous  membrane 
at  the  time  of  implantation  is  a  little  greater  than  the  total 
diameter  of  the  ovum.  The  tissue  of  the  uterus,  which  lies 
adjacent  to  the  ovum  with  its  trophoderm,  has  preserved  its 
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normal  structure;  it  shows  no  change.  The  tissue  in  the 
space  occupied  by  the  ovum  we  might  imagine  to  have  been 
cut  off  as  if  one  had  taken  a  sharp  instrument  and  made 
a  spheric  cavity  of  a  few  milHmeters'  diameter.  We  can 
explain  this  condition  as  indicated  by  assuming  that  the 
uterine  tissue  has  been  corroded  out  or  dissolved  away  by 
the  action  of  the  trophoderm,  and  it  is  further  to  be  presumed 
that  the  ovum  has  not  only  been  thus  providing  a  place  for 
itself,  but  that  also  it  has  been  actually  digesting  portions  of 
the  uterine  tissue,  growing,  therefore,  at  the  mother's  expense. 
This  involves  the  idea  that  the  uterine  tissue  has  been  digested 
and  absorbed  by  the  trophoderm;  hence  the  name  which  is 
given  to  this  layer.  The  immediate  consequence  of  the  cor- 
rosion of  the  uterine  tissue  is  the  production  of  a  wounded 
surface,  and  if  there  happens  to  be  a  bloodvessel  which  comes 
in  the  path  of  corrosion,  it  may  have  a  portion  of  its  wall 
corroded  away,  and  then  the  blood,  which  would  otherwise 
be  restrained  within  the  bloodvessel,  can  and  does  apparently 
escape  into  the  spaces  where  the  trophoderm  has  degenerated 
and  disappeared.  Thus,  in  this  very  early  stage  the  maternal 
blood  passes  out  from  the  maternal  vessels  into  the  tropho- 
dermic  or  later  intervillous  spaces.  Therefore,  there  is  an 
extravascular  circulation  established  at  the  very  start  when 
the  ovum  first  implants  itself  in  the  wall  of  the  uterus.  We 
must  say,  then,  contrary  to  current  descriptions,  that  the 
intervillous  circulation  is  almost  the  first  thing  established  in 
the  uterus  for  the  purpose  of  nourishing  the  embryo,  and, 
indeed,  we  might  almost  say  that  the  intervillous  circulation 
begins  before  the  villi  have  formed,  for  before  there  are  villi 
we  find  maternal  blood  circulating  in  spaces  bounded  by 
fetal  tissue.  In  brief,  we  may  assert  that  the  essential  condi- 
tions for  the  development  of  the  placenta  are  established 
during  the  implantation  of  the  ovum  and  that  the  ultimate 
development  of  the  placenta  is  brought  about  by  a  modifica- 
tion of  this  primitive  disposition. 

It  may  be  convenient  to  add  here  a  few  words  as  to  further 
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degenerative  changes  in  the  pregnant  uterus.  This  is  espe- 
cially important  as  a  means  of  illustrating  the  fate  of  the 
decidua  reflexa.  As  is  well  known,  this  membrane  is  present 
during  the  first  half  of  pregnancy  and  absent  during  the 
second.  I  am  able  to  demonstrate  by  a  series  of  specimens 
which  I  have  in  my  laboratory  that  the  disappearance  of  the 
decidua  reflexa  is  accomphshed  by  degeneration,  followed  by 
absorption.  As  soon  as  the  decidua  reflexa  has  been  thus 
removed,  it  becomes  possible  for  the  chorion  of  the  embryo 
to  come  into  immediate  contact  with  the  decidua- vera,  and,, 
as  is  well  known,  this  contact  is  characteristic  of  the  second 
half  of  pregnancy.  We  do  not  yet  know  the  exact  date  at 
which  this  condition  is  completely  estabUshed.  We  know 
only  that  by  the  end  of  about  the  fifth  month  the  decidua 
reflexua  has  usually  entirely  disappeared.  So  that  even  that 
portion  of  the  chorion,  which  we  can  reach  by  passing  up 
through  the  cervLx  of  the  uterus,  is  in  the  later  stages  of  preg- 
nancy uncovered  by  any  uterine  membrane.  If  the  decidua 
reflexa  did  not  degenerate  and  disappear  completely  that  bit 
of  chorion  would  have  a  covering  of  decidual  tissue,  which, 
as  you  know,  is  not  present  at  term. 

Such  are  the  main  points,  briefly  outhned,  relative  to  the 
implantation  of  the  human  ovum  in  the  uterus.  I  have  only 
to  indicate,  in  conclusion,  that  the  greater  part  of  this  investi- 
gation has  been  done  by  others,  though  I  have,  fortunately, 
some  material  in  my  own  possession  by  which  I  have  been 
enabled,  to  a  considerable  extent,  to  confirm  these  observa- 
tions, and  in  some  particulars  to  extend  them. 

Before  concluding,  may  I  state  that  we  are  forming  a  col- 
lection of  serial  sections  of  human  embryos  in  the  Harvard 
Medical  School.  These  sections  are  prepared  by  a  skilled 
technician,  who  has  been  especially  trained  to  the  work.  The 
collection  is  intended  always  to  be  open  to  competent  inves- 
tigators and  students.  May  I  not  hope  that  we  may  have  the 
co-operation  of  the  members  of  this  Society  in  securing  speci- 
mens which  would  be  available  for  the  development  of  this 
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collection?  Those  of  the  first  and  second  months  are  espe- 
cially desired.  They  may  be  easily  preserved  by  placing  them 
in  a  mixture  of  one  part  of  formalin  with  nine  parts  of  water, 
as  soon  as  possible  after  they  are  obtained. 

I  beg  to  thank  the  Society  for  the  courtesy  shown  me. 
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ANATOMY,    PATHOLOGY   AND    DEVELOPMENT 
OF  THE  HYMEN. 

By  George  Gellhorn,  M.D., 
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In  a  discussion  of  the  female  genital  organs  the  hymen 
must  be  given  separate  consideration.  An  exact  knowledge 
of  the  anatomy  and  pathology  of  the  hymen  is  important 
not  only  from  a  practical  point  of  \'iew,  but  also  because  it 
affords  valuable  evidence  concerning  the  development  of  the 
female  genitaha.  Systematic  investigations  of  the  nature  of 
the  hJ^nen,  however,  meet  with  some  difficulty  inasmuch  as 
suitable  post-mortem  material  is  not  easily  obtained  and 
portions  of  tissue  excised  during  life  are  not  often  at  our 
disposal.  The  observations  imderlying  this  article  are  based 
upon  the  microscopic  examination  of  fifteen  specimens  of 
hymen,  as  follows: 

1.  From  a  fetus  8  inches  long. 

2.  From  a  fetus  9^  inches  long. 

3.  From  a  fetus  lOf  inches  long. 

4.  From  a  fetus  of  25  weeks. 

5.  From  a  fetus  of  7  months. 

6.  From  a  fetus  of  8  months. 

7.  From  a  newborn  (macerated). 

8.  From  a  girl  of  3  days. 

9.  From  a  deflorated  girl  of  19  years. 

10.  From  a  virgin  of  20  years. 

11.  From  a  virgin  of  20  years. 

12.  From  a  deflorated  girl  of  30  years. 

13.  From  a  virgin  of  62  years. 

14.  Caruncle  from  a  woman  of  49  years. 

15.  Caruncle  from  a  woman  of  76  years. 
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Anatomy. — The  hymen  is  a  membrane  situated  at  the 
junction  of  the  vulva  and  vagina,  partially  closing  the  entrance 
of  the  latter.  Older  reports  speak  of  the  site  of  the  hymen 
as  being  sometimes  higher  up  in  the  vagina.  Cumston/  in 
a  medicolegal  essay,  refers  to  a  trial  for  rape,  in  1777,  at 
which  trial  it  was  admitted  by  the  medical  authorities  that 
the  hymen  was  in  some  cases  situated  an  inch  or  an  inch  and 
a  half  "beyond  the  vagina."  Krimer^  found,  in  a  woman  of 
twenty  years,  the  hymen  high  up,  2  cm.  above  the  vaginal 
entrance,  the  vulvar  orifice  seeming  at  first  sight  to  lack  the 
membrane  altogether.  Turnipseed'  and  Fort*  stated  that 
the  hymen  in  the  negress  is  situated  from  one  and  a  half  to 
two  inches  above  the  entrance  of  the  vagina  and  is  of  greater 
density  than  that  of  the  white  woman.  These  statements 
were  at  once  contradicted  by  Hyatt^  and  Smythe;°  and 
inasmuch  as  no  similar  observations  have  since  been  recorded, 
we  are  safe  in  attributing  them  to  inaccurate  examination  or 
erroneous  diagnosis. 

Aside  from  the  human  female,  the  hymen,  according  to 
Hirst,'  is  formed  in  the  ape,  bitch,  bear,  donkey,  hyena,  and 
giraffe;  and  according  to  Nagel,*  also  in  the  horse,  cow,  and 
pig.  Bischoff,"  on  the  other  hand,  states  that  the  hymen  is 
lacking  in  the  anthropomorphic  apes. 

The  macroscopic  appearance  of  the  hymen  is  in  the 
majority  of  cases  that  of  a  semilunar  fold.  Next  to  the 
crescentic  form  in  frequency  is  the  annular  variety,  in  which 
the  hymeneal  opening  is  circular  in  shape.  Less  frequently 
other  forms  of  hymen  are  found.  The  septate  hymen  has 
two  openings  separated  by  a  bridge  of  tissue.  The  cribriform 
hymen  shows  a  number  of  small  openings  resembling  a  sieve. 
The  fimbriated  hymen  has  small  papillary  excrescences  upon 
its  free  edge.  In  the  imperforate  hymen,  the  membrane  is 
completely  occluded.  INIost  modern  text-books  give  instruc- 
tive illustrations  of  these  and  other  even  more  unusual 
varieties,  and  a  glance  at  these  pictures  explains  the  macro- 
scopic differences  better  than  words. 


Hymen  of  a  Iftus  of  twenty-five  weeks  (Case  4).  (ieneml  survey :  h,  hymen  ; 
c.  epithelial  mantle;  c  eomieetive-tissue  stroma:  va.  \asina  with  papjlL-e;  vu, 
vvilva:  ^  laljiuni  minus;  /.m,  labium  majus. 


%  Ir 


Hymea  of  a  fetus  ol  eight  mouths  (Case  6) :  /,  fibrous  band  connecting 
the  slender  basal  papillEe  (p)  with  the  hymen  proper  (h)  and  shutting  off  a 
mass  of  epithelial  cells  (e);  rti,  vulva;  m,  vagina. 


Fig.  3. 


Hymen  of  a  fetus  of  seven  months  (Case  5):     ni,  vulva;  h.vu,  vulvar  side  of 
hymen;  h.va,  vaginal  side  of  hymen. 
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The  color  of  the  hymen  is  white  or  hght  pink.  In  the 
fetus  it  is,  Hke  the  vagina,  distinctly  white  and  in  marked 
contrast  to  the  pinkish  color  of  the  vestibule.  I  shall  refer 
later  to  this  decided  difference  in  color.  The  thickness  and 
consistence  of  the  hymen  vary  widely  from  a  structure 
delicate  as  a  spider's  web  to  a  dense,  ligamentous,  even 
cartilaginous  or  "bony"  membrane. 

In  its  position  and  relation  to  the  vulva  the  hynaen  in  the 
fetus  projects  forward  into  the  cleft  between  the  labia  in  the 
form  of  two  apposed  longitudinal  lips.  (This  condition  exists 
also  in  the  newborn  and  in  the  young  child,  while  in  the 
virgin  the  membrane  is  generally  supposed  to  be  stretched  in 
a  more  or  less  vertical  plane  when  the  indi\'idual  is  Ijang  in 
dorsal  posture.  Cullingworth,'"  however,  pointed  out  that 
on  separating  the  labia  minora  in  such  a  manner  as  not  to 
disturb  the  situs  of  the  structures  lying  behind  them,  the 
hymen  can  be  seen  in  the  same  position  as  in  the  fetus  and 
infant — i.  e.,  eversion  of  closely  apposed  longitudinal  lips. 

In  the  hymen  we  distinguish,  first,  the  base,  the  point  at 
which  it  rises  from  the  underlining  tissue;  second,  the  edge, 
which  is  differently  shaped  according  to  the  individual  case; 
and  third,  two  sides  or  surfaces,  the  inner  (upper,  vaginal) 
and  outer  (lower,  vulvar)  surface.  \Miile,  according  to 
Dohrn,"  one  week  after  the  first  appearance  of  the  h^nnen 
it  is  as  fully  developed  as  is  usual  in  the  newborn,  the  micro- 
scopic picture  varies  with  the  age  of  the  bearer.  The  h_\Tnen 
is  composed  of  a  dense  connective  tissue  covered  on  either 
side  with  epitheUum.  In  the  fetus  it  projects  in  the  form  of 
a  long  slender  fold  exhibiting  on  either  surface  numerous 
filiform  and  conical  papillfe.  Kolliker,'^  Dohrn"  and  others 
describe  these  papillae  only  upon  the  inner  surface,  but 
Schaffer'^  had  already  pointed  out  that  they  are  almost  invari- 
ably found  also  on  the  vulvar  side.  Among  the  papillje  which 
in  their  turn  frequently  possess  smaller  secondary  papillae, 
there  is  one  of  conspicuous  length  found  with  great  frequency 
upon  the  vaginal  side  springing  from  the  base  of  the  hymen  or 
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immeiiiatelT  below  it  and  extendio^  more  or  less  panDd  to 
tbe  hTmen  itself.  This  foki  of  tissue  is  oonsadered  bj  SdaSet 
&s  tbe  inDer,  vaginal  lameila  (see  p.  171 1;  while  Kkin"  sees 
in  it  tbe  rPTnna.nt  of  tbe  septum  betB-eec  tbe  Mulknais  ducts. 
Tbe  epitbelium  is  of  tbe  usual  multilaTered  pavement  Qpe. 
Tbe  cells  of  the  faoLsal  la^^er  are  cubsooqrliQdiic,  dien 
follows  a  layer  of  lower  cabk:  cells  and  several  la^cts  of 
polrbedral  cells  -wfaidi  beoome  graduallj  Sattened  tomrd  dbe 
surface.  ik»  outensost  layers  oonsistJng  of  tfain,  plate-Iike 
cells.  KeratiiiizatioQ  does  sot  occur  in  this  earir  stage,  the 
nucki  tbrougbout  taking  tbe  stain  readily.  UsoaDy  the 
epitbelium  is  slightly  higher  upon  tbe  Taginal  sui&oe.  TTie 
epitbeHmn  iiprai  tbe  vul-rar  ade  in  these  cases  has  a  some- 
irhat  compressed  appearance;  the  layeis  fo&oving  the  basal 
layers  are  not  poJyhedraJ  bat  mariEfidlr  flattenpd.  This  con- 
dition is  -risible  in  tbe  hymens  of  the  sixdi  and  serentfa  fetal 
months  (Tigs.  2  and  3). 

Tbe  hymen  of  the  Deirbom  is  of  omsdcEaUy  greater  size. 
A  very  long  papilla  was  in  one  of  my  spedmess  foimd  upon 
tbe  vulTar  sde  Case  S.  Fig.  4i.  From  the  time  betveea 
birth  and  nineteen  years  no  specimens  were  at  my 
Case  9  ''nineteien  years;  and  Case  10  ftwenty  years ;  ] 
witbin  tbe  rather  compact  hymen  nnmeroas  sixst  and  a  few 
longer  slender  papilla  which  peneizated  deep  into  the  qii- 
theJial  mantle,  without,  hcwerer,  altenmg  ifae  smoodi  outer 
surface-  On  the  other  hand,  in  a  seoond  case  of  twenty  yea*% 
(Case  11),  the  smfaoe  of  tbe  hymen  dxfw&A  indentations, 
corresponding  with  the  large  jajslte  there  present.  The 
latter  possessed  ntimerous  secondary  japills  (Tig.  5j.  The 
same  appearance  was  present  in  the  hymen  of  thirty  years 
{Qzse  12 ).  Tbe  process  from  the  inner  surface  of  vhidi  we 
hare  spoken  abore  was  in  this  case  maiiedly  increased  in 
H2e-  The  epihelial  mantle  in  all  of  these  eases  was  Toy 
tiiick  but  nowhere  comiSed.  The  comaectiTe  tissne  m  the 
hymen  of  the  fetus,  newborn  and  adult,!?  dense  widmnnaeioas 
nadei.    Only  in  the  papllke  is  the  stroctore  somewfaat  looser. 
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The  bundles  of  connective  tissue  seem  to  be  directly  con- 
tinuous with  the  vaginal  connective-tissue  fibres.  In  the 
amount  of  nuclei  as  well  as  in  the  density  of  the  fibres,  the 
hymen  is  readily  distinguished  from  the  vulva.  The  blood 
supply  is  rather  rich.  Numerous  bloodvessels  and  capillaries 
are  seen  even  in  the  tips  of  the  finest  papillae,  and  in  the 
hymen  of  the  adult  wide  lumina  are  visible  (Fig.  5). 

In  the  last  specimen,  that  of  a  virgin  of  sixt\-two  years 
(Case  13),  the  rather  short  hymen  presents,  on  cross-section,  a 
somewhat  tongue-shaped  appearance  and  is  covered  with  a  few 
layers  of  cells  with  scanty  protoplasma,  but  well-staining 
nuclei.  The  connective  tissue  shows  no  papillar}-  elevations 
except  a  few  low  ones  on  the  vulvar  side.  It  is  greatly 
increased,  especially  near  the  base,  and  its  fibers  form  large 
bundles,  with  markedly  diminished  blood  supply. 

To  study  the  distribution  of  elastic  fibers  in  the  h\-men, 
Weigert's  stain  was  used.  Broadly  speaking,  a  gradual 
increase  both  in  number  and  thickness  of  the  elastic  fibres 
takes  place  throughout  the  e.xistence  of  the  membrane.  In 
the  fetal  hymen  elastic  fibers  are  present  as  soon  as  the  mem- 
brane is  formed,  but  they  are  very  delicate  and  can  be  seen 
only  with  the  oil-immersion  lens.  Running  along  the  base 
of  the  epithelium  can  be  seen  a  fine  elastic  fiber.  This  fiber 
closely  follows  the  contours  of  the  hymen  and  seems  to  form 
an  uninterrupted  elastic  membrane.  Only  in  some  of  the 
finer  papillse  is  the  continuity  lacking  in  the  earher  stages, 
but  in  the  fetal  h\-men  of  eight  months  the  elastic  membrane 
has  reached  even  these  points.  This  membrane  does  not  send 
any  processes  into  the  adjoining  tissues,  and  nowhere  do 
elastic  fibers  penetrate  into  the  epithehal  mantle.  In  the 
connective-tissue  stroma  there  are  but  a  few  thin,  short 
elastic  fibers  which  run  in  a  longitudinal  direction,  parallel 
to  the  connective-tissue  fibers.  The  capillaries  near  the  tip 
of  the  hymen  have  no  elastic  fibers.  Only  the  larger  vessels 
near  the  base  have  a  very  fine,  internal  elastic  membrane. 
An  outer  circular  laver  of  elastic  fibers  in  the  adventitia  of 
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arteries  is  visible  only  in  a  few  instances  in  the  eight  months' 
hymen.  From  this  external  membrane  a  few  very  delicate 
fibers  emerge  into  the  adjacent  bundles  of  connective-tissue 
fibers  and  there  assume  a  longitudinal  direction.  ■ 

In  the  hjTnen  at  full  term  the  elastic  fibers  are  readily  seen 
with  the  oil  immersion.  In  the  papillte  they  appear  in  long 
bundles  which  enter  into  the  finest  ramifications  of  the 
papillae.  They  surround  the  capillaries  in  the  papillje  and 
near  the  free  edge,  without,  however,  entering  into  closer 
union  with  them.  In  the  vessels  of  the  deeper  layers,  the 
deUcate  internal  elastic  membrane,  upon  which  lies  the 
endothehum,  can  be  readily  distinguished  from  the  outer 
elastic  membrane  in  the  adventitia.  The  two  membranes  are 
connected  by  a  very  few  elastic  fibrils.  in  the  transverse 
sections  of  larger  arteries  of  the  base  such  anastomotic  fibers 
in  the  circular  muscular  layer  between  the  two  membranes 
are  numerous.  iThe  elastic  fibers  emanating  from  the  adven- 
titia are  hkewise  increased  in  number.  The  fibers  in  the 
connective  tissue  run  both  longitudinally  and  transversely, 
and  increase  in  quantity  but  not  in  size  nearer  the  base. 

In  the  adult,  the  elastic  fibers  in  general  are  thinner  and 
less  nimierous  in  the  higher  portions  near  the  edge  than 
toward  the  base.  In  the  latter  the  field  of  vision  is  almost 
entirely  filled  with  a  network  of  dehcate  fibers  surrounding 
the  connective-tissue  bundles.  In  the  hymen  of  a  girl  of 
nineteen  (Case  9),  a  few  months  after  defloration,  the  new- 
formation  of  elastic  fibers  at  the  torn  edge  is  excessive.  The 
elastic  membrane  at  the  base  of  the  epithelium,  which  con- 
sisted of  but  a  single  fiber  in  the  fetus,  is  composed  of  a 
complex  arrangement  of  delicate  fibers  which  are  wound 
about  themselves.  In  general,  the  elastic  fibers  may  be 
divided  into  two  groups,  one  more  or  less  circular  around  the 
hymeneal  opening,  the  other  extending  radially  towards  the 
base. 

With  growing  age  the  elastic  fibers  perceptibly  increase  in 
quantity  and  size  and  take  the  stain  very  readily.     In  the 


Fin.  4. 


Hyiucii  (if  (he  iirwliorii  (Case  8):    (i.  loiifr.  slender  papilla  on  vulvar  surl'ac 
Ximicrous  lil()i)(lvc's«-l.s  in  coniicetive-tissup  struma. 


Fig.  .5. 


Hymen  nf  the  adult   (I'asc  11.  Iweiil\    years).      Larsje  i)apilla-.      Hieh   Mood 
supply.      .\uNierous  lymph  s|)aees  and  \ cs.sels. 


Fig.  e,. 


Sensory  nerve-endings  in  hymen  excised  on  account  of  vaginismus  (from 
Amann):  p,  pavement  epithelium  surrounding  a  papilla,  which  is  almost 
entireh-  filled  by  an  enlarged  end-bulb  of  Krause. 


fl.B.Streedain  del 


Genitals  of  a  fetus  of  twenty-five  weeks  (Case  4).  The  longitudinal  folds 
(/)  of  the  lowest  portion  of  the  vagina  (ji)  turn  inward  at  the  vaginal 
entrance  and  run  parallel  to  the  hymen  (/i),  thus  simulating  l)ilamellation; 
h,  bladder. 
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hymen  of  sixty-two  years  (Case  13),  the  elastic  tissue  is 
stained  ad  maximum  after  being  exposed  to  the  stain  but 
five  minutes.  The  network  at  the  base  of  the  epithehum  con- 
sists of  a  thick,  entangled  mass.  The  elastic  fibers  through- 
out the  hymen  are  shorter  and  in  some  places  seem  to  have 
nodular  swellings. 

Smooth  muscle  fibers  have  repeatedly  been  found  in  the 
normal  hymen  (Savage,'^  Budin,"  Hirst').  Their  presence, 
however,  is  not  the  rule.  In  my  specimens  I  found  them  but 
once,  in  the  hymen  of  nineteen.  In  this  case  in. the  deeper 
layer  near  the  vulvar  side  could  be  seen  a  few  fibers  that 
took  the  yellow  color  of  the  picric  acid  in  Van  Gieson's  stain, 
though  rather  diffusely.  This  hymen  was  well  formed  but 
not  unusually  thick.  On  the  other  hand,  the  very  fleshy 
hymen  of  a  girl  of  twenty  (Case  11,  Fig.  5)  did  not  contain 
any  muscular  elements.  The  fleshy  appearance  in  this  case 
was  produced  by  an  increase  of  connective  tissue  and  the 
very  rich  blood  supply.  In  certain  pathologic  conditions, 
such  as  atresia — congenital  or  acquired — smooth  muscle 
fibers  have  been  found  with  greater  uniformity.  Henkel" 
and  V.  Tussenbroeck'*  found  numerous  smooth  muscle  fibers 
in  their  cases  of  hymeneal  atresia.  In  the  wall  of  h}Tneneal 
cysts  Palm''  and  Ziegenspeck^"  detected  traces  of  smooth 
muscle  fibers. 

In  order  to  demonstrate  nerves  and  nerve  endings  in  the 
hymen  the  methods  of  INIarchi  and  Azoulay  and  the  nigrosin 
and  uran  carmine  methods  were  employed.  Numerous 
attempts  to  find  the  structures  in  question  proved  unsuccess- 
ful. The  great  difficulties  of  staining  the  peripheral  nervous 
system  are  well  known,  and  failure  in  demonstrating  the 
nerves  should,  in  the  first  place,  be  referred  to  faulty  technic. 
The  nature  of  my  material  made  it  impossible  for  me  to 
employ  the  methylene-blue  method,  which  is  supposed  to 
give  the  best  result.  The  possibility  of  a  fault  on  my  part, 
therefore,  prevents  me  from  passing  a  definite  judgment  on 
the  question  of  the  nerve  supply  of  the  hymen.    The  litera- 
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ture  on  the  subject,  moreover,  is  extremely  meager.  Only 
older  reports  (E.  Klein,^'  Budin'°)  speak  in  a  somewhat 
sweeping  way  of  "the  highly  vascular  and  nervous  mucous 
membrane."  On  the  other  hand,  authors  who  have  studied 
the  nerve  supply  of  both  the  internal  and  external  genital 
organs  since  the  introduction  of  more  perfected  laboratory 
methods  (v.  Gawronsky,"  Koestlin"^)  do  not  mention  the 
hymen  at  all,  though  their  researches  are  very  exhaustive 
otherwise.  Wechsberg*'  stained  an  excised  portion  of  an 
atresic  hymen  with  hemalaun  and  eosin  and  found  "here  and 
there  nerves  in  transverse  and  longitudinal  sections."  The 
only  author  who  gives  a  detailed  description  of  nerves  in  the 
hymen  is  Amann.^^  He  found  in  two  hymens  excised  for 
vaginismus  Krause's  terminal  bulbs  well  developed  in  the 
papillse  (Fig.  6). 

In  this  connection  I  may  be  permitted  to  speak  of  a  number 
of  clinical  observations  which  I  have  made  during  the  last 
year  or  two.  I  am  aware  that  the  value  of  such  observations 
with  regard  to  the  question  in  hand  is  very  limited,  but  I 
think  that  these  investigations  possess  a  certain  interest. 

As  is  well  knovra,  fear  or  anticipation  of  being  hurt  pro- 
duces, in  a  great  many  women,  to  a  certain  extent,  the 
sensation  of  pain.  If  we  succeed  in  eliminating  this  psychic 
factor,  we  obtain  a  more  objective  criterion  as  to  the  presence 
of  pain.  Thus  I  have  tried  to  determine  the  sensitiveness  of 
the  hymen  w^th  regard  to  mechanical  and  thermic  irritations. 
If  the  attention  of  the  patient  be  diverted,  I  find  that  one 
can  exert  pressure  and  even  sHght  traction  upon  the  intact 
hymen  by  means  of  a  dressing  forceps  ■n'ithout  causing  any 
pain.  In  women  after  defloration  in  whom  the  hymen  is  well 
preserved  aside  from  one  or  two  lateral  lacerations,  the 
hymeneal  lips  may  be  pressed  or  pierced  without  pain. 
Neither  is  there  any  thermic  sensitiveness.  If  the  vestibule 
is  carefully  avoided,  the  patient  cannot  state  whether  she  is 
touched  with  a  hot  or  cold  instrument.  Following  the  experi- 
ments of  Calmann,^^  who  examined  the  sensibilitj'  of  the 
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vagina  and  uterus,  by  means  of  small  test  tubes  filled  with 
hot  and  cold  water,  I  arrived  at  the  same  results  as  far  as 
the  hymen  was  concerned.  In  two  instances  pain  was  caused 
by  the  slightest  touch.  One  of  these  was  a  girl  of  eighteen, 
with  an  intact  hymen,  who  suffered  from  pruritus  vulvae; 
the  other  was  a  prostitute  of  twenty-seven,  with  myrtiform 
caruncles,  who  w^as  recently  infected  with  gonorrhea.  In 
these  cases  the  sensitiveness  may  have  been  due  to  the  patho- 
logic condition  of  the  genitals.  From  the  above  observations 
I  am  inclined  to  believe  that  the  pain  in  defloration  is  due 
to  the  psychic  condition  of  the  indi\-idual  and  to  the  forcible 
dilatation  of  the  vaginal  entrance.  Especially  the  latter  seems 
to  play  an  important  role.  In  a  nulhparous  woman  of  thirty- 
two  whose  hjTneneal  lobes  were  not  sensitive  to  touch  or 
pressure,  coition  was  extremely  painful  until  a  gradual  dilata- 
tion of  the  vaginal  entrance  by  means  of  tubular  specula  was 
effected.  The  normal  dilatation  by  coition  had  not  taken 
place  on  account  of  some  anomaly  on  the  part  of  the  husband. 

I  have  digressed  somewhat  from  my  subject  not  because 
I  am  able  to  bring  any  positive  proofs  about  the  presence  or 
absence  of  nerves  in  the  hymen,  but  because  I  think  that 
these  clinical  notes  make  the  existence  of  a  very  rich  nerve 
supply  rather  improbable.  Possibly  future  attempts  to 
decide  the  question  liistologically  may  be  more  successful. 

According  to  Kollmann,"^  in  the  newborn  mucous  glands 
are  found  in  the  fold  between  the  hjTnen  and  labia  minora. 
These  glands,  which  are  in  great  number  in  the  labia  minora 
and  surround  the  entire  vaginal  entrance,  are  found  also  in 
the  fossa  navicularis  in  immediate  proximity  to  the  h'STuen, 
and  represent  simple  or  ramified  tubules  0.3  to  0.7  mm.  in 
length.  In  the  hymen  itself  distinctly  glandular  structures 
were  found  by  Ruge^'  and  RinchevaP"  upon  the  inner  surface 
in  a  case  of  atresia.  Klein,"  in  the  hymen  of  a  fetus  27  cm. 
in  length  (five  months),  observed  glandular  invaginations  of 
the  epithelium  of  the  outer  surface.  Such  invaginations  have 
been  described  by  Schatfer  as  crypts.     Similar  blind  ducts 
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were  also  found  by  Fleischmann.^  In  his  case  there  was  one, 
13  mm.  in  length  in  the  left  side  of  the  iiymen,  another  in 
the  right  side  6  mm.  long.  The  epithelium  of  these  ducts 
was  directly  connected  with  that  of  the  surface.  In.Piering's^ 
case,  small,  well-filled  vesicles  with  thin  walls  were  found 
near  the  free  edge  almost  completely  surrounding  the 
hymeneal  orifice.  Upon  histologic  examination  these  vesicles 
were  found  to  be  lymphectasias. 

The  latest  and  most  exhaustive  researches  have  been  by 
R.  jNIeyer.^"  He  found  six  different  varieties  of  glands  or 
gland-like  structures  in  the  h\Tnen  of  the  fetus  and  newborn; 
viz.:  (1)  glands  of  the  vaginal  type  upon  the  inner,  vaginal 
side;  (2)  remnants  of  the  Wolffian  ducts;  (3)  glands  or  gland- 
ular tubules  situated  about  the  base  of  the  hymen  in  the 
sulcus  nymphohymenalis  and  in  the  fossa  navicularis  and  at 
times  extending  into  the  base  of  the  hymen;  (4)  real  glands 
of  the  outer,  vnilvar  surface;  (5)  invaginations  of  the  epithe- 
lium of  the  outer  surfaces;  (6)  genuine  pavement  cell  cysts 
underneath  the  outer  surface.  I  myself  found  glands  in  one 
instance.  The  hymen  of  the  eight  months'  fetus  (Case  6) 
had  at  its  base  a  few  transverse  lumina  of  glands  lined  with 
a  cuboidal  epithelium.  These  were  at  some  distance  from 
the  surface  and  showed,  in  several  sections,  no  communica- 
tion with  the  latter.    No  serial  sections,  however,  were  made. 

Henle^'  found  exceptionally  "erectile  tissue"  in  the  hymen. 
So  far  as  I  know  this  observation  has  not  yet  been  corrobo- 
rated by  others. 

The  elasticity  of  the  hymen  is  under  rare  circumstances 
so  great  that  it  remains  unruptured  even  at  childbirth.  As 
a  rule,  however,  the  first  coition  or  accidents  such  as  falling 
astride  of  an  object  or  violent  exercise  will  rupture  the  delicate 
membrane.  The  number  of  tears  which  divide  the  hymen 
into  "lobes"  varies  in  the  individual  case.  Heahng  takes 
place  with  considerable  new-formation  of  elastic  and  con- 
nective tissue.  Very  rarely  such  tears  unite;  if  such  should 
happen  a  cicatrix  may  remain. 
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Parturition  definitely  destroys  the  form  of  the  hymen. 
Only  small  rests — carunculse  myrtiformes — resembling  warts, 
are  left.  ^Microscopically,  the  caruncle  represents  a  compact 
tissue  of  rather  conical  shape  and  set  wdth  a  few  short  papillae. 
The  caruncle  of  long  standing  (Case  15,  seven ty-si.x  years) 
appears  merely  as  a  dome-shaped  elevation  whose  papillae 
have  disappeared.  The  blood  supply  of  the  younger  caruncle 
(Case  14,  forty-nine  years)  is  very  rich;  that  of  the  older  very 
scanty.  The  superficial  layers  of  the  epithelium  are  cornified 
and  the  keratinization  extends  into  the  deeper  laye'rs  between 
the  papilla^.  The  process  of  cornification  is  present  only 
about  the  hymen  and,  in  a  very  few  places,  in  the  adjoining 
vaginal  mucosa,  but  not  in  the  adjacent  portion  of  the 
vestibule.  The  elastic  tissue  is  greatly  increased  both  in 
quantity  and  in  the  size  of  the  individual  elastic  fiber,  and 
fills  almost  the  entire  field  of  vision. 

As  to  the  formation  of  caruncles,  Schroder  "  holds  that  the 
hymeneal  lobes  during  childbirth  are  compressed  and  undergo 
gangrene,  while  Bellien'^  believes  that  the  lacerations  of  the 
hymen,  during  labor,  extend  through  the  base  of  the  mem- 
brane into  the  perivaginal  connective  tissue;  cicatrization  and 
consequent  shrinking  of  these  tears  produce  caruncles. 

I  am  inclined  to  ascribe  to  the  elastic  tissue  a  certain  role 
in  the  formation  of  caruncles.  As  described  above,  the 
elastic  fibers  are  unequally  distributed  within  the  hymen,  the 
portions  nearer  the  base  containing  more  and  thicker  fibers 
than  the  periphery.  So  long  as  the  hymen  is  preserved  in 
its  entirety,  or  only  torn  into  a  few  large  lobes  which  but 
little  alter  the  form  of  the  hymen,  the  upper  more  delicate 
fibers  encircling  the  hymeneal  opening  exert  an  action  counter 
to  that  of  the  radial  fibers  which  tend  to  retract  toward  the 
base.  If,  however,  the  hymen,  in  childbirth,  is  torn  into  a 
number  of  small  pieces,  each  piece  retracts  owing  to  the 
more  powerful  action  of  the  radial  fibers.  For  some  time 
after,  one  is  able  to  pull  each  caruncle  to  its  original  length, 
but  after  long  standing  the  retraction  results  in  an  atrophy 
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of  the  entire  caruncle  to  a  great  extent  through  insufficient 
circulation.  Regarding  the  retraction  of  elastic  fibers,  we 
know  from  numerous  examinations  that  only  the  fibers  of 
thin  or  medium  size  are  really  elastic.  Thick  fibers,  such  as 
are  found  in  old  age,  are  unyielding,  and  only  such  were 
observed  in  the  caruncle  referred  to  above. 

Pathology.  The  pathology  of  the  hj-men  may  be  divided 
into:     (1)  inflammations;  (2)  malformations;  (3)  neoplasms. 

Inflammation  of  the  hymen  may  start  primarily  in  this 
membrane  itself  or  may  originate  in  adjacent  organs  and 
tissues.  As  to  the  latter  or  secondary  form,  it  is  to  be  expected 
that  the  hymen,  as  a  part  of  the  vagina,  may  be  affected  by 
inflammatory  processes  which  originate  in  the  vagina  and 
descend  toward  the  vaginal  entrance.  Thus  the  different 
varieties  of  colpitis,  including  those  that  are  produced  by 
affections  of  the  uterus,  may  lead  to  inflammation  of  the 
hjTnen.  Acute  infectious  diseases  such  as  cholera,  variola, 
scarlatina,  measles,  etc.,  not  infrequently  produce  secondary 
inflammations  of  the  entire  vaginal  tract  and,  as  we  shall 
later  see,  play  an  important  role  in  the  origin  of  acquired 
atresia.  On  the  other  hand,  the  inflammatory  process  may 
ascend  from  the  vulva.  Gonorrheal  infection  here  deserves 
the  first  place.  Contamination  with  the  colon  bacillus,  or 
ascarides  emigrating  from  the  neighboring  anus  may  cause 
inflammation,  and  irritation  from  lack  of  cleanliness  produces 
a  similar  effect.  The  inflamed  hjTnen  has  a  markedly 
reddened  appearance  and  bleeds  easily.  Occasionally  small 
excoriations  are  seen.  The  surrounding  tissues  have  in 
general  the  same  appearance.  The  microscopic  changes  in 
the  inflamed  hymen  have  not  as  yet  been  studied  in  detail, 
but  in  analogy  with  similar  processes  in  the  vagina  we  may 
expect  to  find  round-cell  infiltration  in  the  connective  tissue 
and  a  desquamation  of  epithelium  so  that  this  layer  is  either 
very  much  thinner  or,  in  places,  is  altogether  absent. 

The  same  pathologic  conditions  may,  after  defloration, 
affect  the  hymeneal  lobes  and,  after  childbirth,  the  mjTtiform 


GEORGE  GELLHORN  417 

caruncles.  Thus,  in  a  case  of  recent  gonorrhea,  I  found  the 
mjTtiform  caruncles  considerably  thickened,  deep  red  in 
color  and  extremely  sensitive. 

Primary  inflammation  of  the  hymen  is  due  either  to 
masturbation  or  coitus.  In  two  girls  who  admitted  masturba- 
tion, I  found  the  otherwise  intact  hymen  considerably  thick- 
ened, grayish-white  and  edematous.  Gosselin^'  describes 
cases  in  which  onanism  led  to  pathologic  sensitiveness  of  the 
hymen. 

In  some  cases  the  hymen,  though  normal,  is  particularly 
rigid;  in  others  its  orifice  is  large  enough  for  the  introduction 
of  the  penis  without  laceration.  In  any  of  these  cases  where 
there  is  a  pushing  back  or  dilatation  of  the  membrane,  it 
thickens,  inflames,  and  becomes  very  sensitive  (Pozzi'*). 
Fritsch^'^  considers  this  rigidity  of  the  hymen  as  secondary 
The  impotent  husband  with  a  non-erectile  penis  or  suffering 
from  precocious  ejaculation  does  not  succeed  in  perforating 
or  lacerating  the  membrane.  The  continuous  insults  lead  to 
inflammation  of  the  introitus  vaginje  and  hjinen,  and  even 
to  a  purulent  discharge.  Inflammation  of  the  hjTnen  is  the 
foremost  factor  in  vaginismus. 

It  might  be  supposed  that  the  specific  lesions  of  syphihs 
and  chancroid  would  occasionally  be  found  upon  the  hjTuen. 
The  text-books  on  venereal  diseases,  however,  which  I  con- 
sulted, make  no  special  mention  of  such  an  occurrence;  only 
Veit''  pictures  a  hymen  whose  posterior  margin  is  destroyed 
by  a  hard  chancre. 

As  to  dermatologic  affections  of  the  hjTnen,  recent  Hter- 
ature  contains  the  report  of  Carriere.^*  This  auther  observed 
three  cases  of  vuhdtis  impetiginosa  in  children.  In  these 
eases  the  major  and  minor  lips  and  the  hymen  were,  at  first, 
reddened  and  swollen.  After  a  few  days,  the  affected  parts 
showed  an  eruption  of  miliary  vesicles  which  afterward 
opened  and  gave  rise  to  small  ulcerations,  the  latter  containing 
staphylococci. 

Traumatisms  of  the  hymen  have  been  extensively  dealt  with 
Gyn  Soc  27 
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by  Veit.*'  The  majority  of  injuries  occur  in  the  first  cohabit- 
ation and  in  childbirth,  and  as  such  traumatisms  must  be 
considered  physiologic,  they  have  been  spoken  of  in  the  first 
part  of  this  paper  on  the  normal  anatomy  of  the  hymen. 
Veit  is  quite  right  in  distinguishing  this  class  of  hymeneal 
injuries  from  the  severer  ones  produced  by  violent  or  abnor- 
mal coition.  In  such  cases  a  profuse  hemorrhage  from  the 
torn  hymen  may  occur  which  demands  medical  interference. 
The  literature  on  this  subject  is  rather  extensive  and  has  been 
thoroughly  considered  by  Veit.  I  agree  with  this  writer  that 
in  cases  of  copious  hymeneal  hemorrhage  other  adjacent  parts 
must  have  been  injured.  In  one  case  in  my  recollection  the 
young,  newly  married  woman  was  brought  into  the  clinic 
almost  pulseless.  Upon  examination  a  deep  tear  of  the 
hymen  was  found  which  commenced  in  the  left  upper 
quadrant  and  extended  through  the  paraurethral  tissue  into 
the  base  of  the  clitoris. 

Malformations  of  the  hjTiien  are  either  congenital  or 
acquired.  Total  absence  of  hymen,  reports  of  which  are 
found  in  older  literature,  has  not  been  observed  by  modern 
authors,  and  such  authorities  as  Breisky"  and  Schaifer," 
while  not  denying  the  possibihty,  consider  this  phenomenon 
exceedingly  rare.  It  can,  however,  occur  only  simultaneously 
with  total  absence  of  the  entire  genital  tract,  which  in  its  turn 
is  found  only  in  embryos  incapable  of  surviving.  In  this 
connection  I  might  mention  as  a  curiosity  the  intentional 
destruction  of  the  hymen  practised  in  several  parts  of  India 
and  throughout  China.  Ploss^'  relates  that  the  native  nurses 
employ  digital  cleansing  of  the  vagina  in  earhest  childhood 
so  thoroughly  that  the  hymen  in  time  disappears  altogether. 
Thus  not  even  the  native  physicians  in  Cliina  know  anything 
about  the  existence  of  a  hymen.  Ploss  himself  examined  a 
girl  of  European  descent,  but  born  in  China,  and  found  no 
trace  of  this  structure.  Similar  customs  resulting  in  the  total 
demohtion  of  the  hymen  exist  among  several  Indian  tribes 
in  South  America  and  certain  savage  nations  of  the  Malay 
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Archipelago.  These  manipulations,  however,  are  not  dictated 
by  a  desire  for  cleanliness,  but  rather  by  immoral  reasons. 

The  existence  of  a  true  double  hymen— one  behind  the 
other — has  not  been  proved.  Breiskj^'  saw,  in  two  newborn 
females,  a  very  thin  membrane  closing  the  lower  portion  of 
the  vagina,  close  behind  a  well-formed  hymen,  and,  further- 
more, a  firm  septum  retrohymenale  in  a  \irgin  fifty-four 
years  old.  Both  he  and  Dohrn"  consider  these  septa  due  to 
a  coalescence  of  folds  of  the  vaginal  mucous  membrane 
immediately  behind  the  hjTnen.  Such  a  formation  is  facih- 
tated,  as  Dohrn  points  out,  by  the  fact  that  at  this  point  the 
lumen  of  the  vagina  is  narrow  even  pre\'ious  to  the  appear- 
ance of  the  hymen.  ]Moreover,  Piana  and  Bassi^'  found  that 
in  this  area  epithelial  conglutinations  in  the  human  fetus  are 
"physiologic."  We  shall  speak  later  of  the  h\Tiien  bila- 
mellatus  of  Schaffer  in  reference  to  double  hymen. 

A  double  hymen — one  beside  the  other — has  repeatedly 
been  found  in  cases  of  double  vagina  and  is  easily  explained 
in  the  light  of  embryologic  studies  of  the  development  of  the 
genital  tract. 

In  connection  with  these  cases  of  hymen  duplex  cum 
vagina  septa  it  must  be  emphasized  that  congenital  malfor- 
mations of  the  hjTnen  are  impossible  without  anomalous 
development  of  the  rest  of  the  internal  genitals.  This  holds 
true  especially  of  the  most  frequent  form  of  malformation  of 
the  hymen,  viz.,  atresia. 

Nagel'  and  Veit'°  forcibly  declare  that  only  a  minority  of 
atresias  of  the  female  genitals  can  be  considered  as  of  con- 
genital origin.  Those  of  the  hjTnen,  hymen  imperforatus,  are 
found  only  where  other  parts  of  the  Miillerian  ducts  are 
malformed.  That  form  of  hjTneneal  atresia  which  is  caused 
by  a  conglutination  of  the  h^nneneal  folds  in  utero,  the  rest 
of  the  genitals  being  normal,  cannot  be  classified  as  a  con- 
genital atresia,  a  "\4tium  primos  formationis."  All  other 
cases  of  atresia  which  show  a  normal  formation  of  the 
internal  genitals — and  these  form  the  great  majority — must 
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be  considered  as  acquired.  C.  v.  Tussenbroeck,'"  through 
the  microscopic  study  of  a  case  of  "hymeneal"  atresia, 
opposes  this  theory  of  Nagel  and  Veit.  Her  original  publica- 
tion in  the  Dutch  language  was  not  at  my  disposal,  so  that 
I  had  to  rely  on  a  short  abstract  in  the  ZenfralblaU  fiir  Gynd- 
kologie  and  on  one  of  her  drawings  reproduced  in  an  article 
by  Stratz.^'  v.  Tussenbroeck  points  out  that  while  the 
normal  hymen  consists  only  of  vulvar  and  vaginal  epithelium 
and  connective  tissue  between  the  two  epithelia,  her  case  of 
hymeneal  atresia  contained  in  the  intermediary  tissue  also 
smooth  muscle  fibers  and  bloodvessels  but  showed  no  signs 
of  a  previous  inflammation.  She  takes  the  stand  that  in  this 
case  no  hymen  has  been  formed  and  that  the  septum  con- 
sisted, in  the  first  place,  of  the  lower  ends  of  the  atresic 
jNIiillerian  ducts  with  their  surrounding  secondary  layer  of 
smooth  muscle  fibers,  and,  secondly,  of  the  floor  of  the  imper- 
forate sinus  urogenitalis.  The  patient,  a  girl  of  twenty-four 
years,  possessed  otherwise  perfectly  normal  internal  and 
external  genitals. 

While  Stratz,  Treub  and  Bolk  expressed  their  agreement 
in  the  discussion  following  this  demonstration  of  v.  Tussen- 
broeck, Pincus,^^  who  strongly  seconds  the  \'iews  of  Nagel, 
points  out  that  the  absence  of  signs  of  pre\'ious  inflammation 
is  no  positive  proof  against  the  supposition  of  an  acquired 
atresia,  and  Henkel,"  in  a  similar  case  of  hymeneal  atresia, 
was  able  to  show  microscopically  the  presence  of  a  chronic 
inflammatory  condition  and  to  demonstrate  numerous  mast 
cells  and  leukocytic  wander  cells. 

A  critical  review  of  the  numerous  cases  reported  as  con- 
genital atresias  convinces  one  of  the  strength  of  Nagel's 
theory.  In  the  light  of  this  theory,  cases  of  pregnancy  and 
childbirth  with  imperforate  hymen  are  readily  understood. 
V.  Gu^rard*^  compiled  about  fifty  instances  of  this  sort  from 
literature  and  added  five  observations  of  his  own.  This  goes 
to  prove  that  atresia  may  occur  at  any  time  in  the  adult. 
Even  repeated  atresias  may  take  place.     In  this  respect  the 
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third  case  of  v.  Gu^rard  is  unique.  The  patient  in  the 
seventh  month  of  her  first  pregnancy  complained  of  intense 
pain  in  the  genitals.  Although  she  had  pre\-iously  been 
operated  upon  twice  for  atresia  h\-menalis,  the  vagina  was 
now  fomid  completely  occluded  by  a  firm  and  extremely 
sensitive  membrane.  After  total  excision  of  this  membrane 
all  symptoms  promptly  ceased,  and  normal  delivery  took 
place  at  term. 

In  the  majority  of  instances,  however,  the  formation  of 
atresia  dates  back  to  earlier  years  of  life.  A  careful  anamnesis 
in  such  cases  will  often  reveal  its  cause.  Neugebauer,"  with 
his  well-known  assiduity  and  admirable  thoroughness,  has 
gathered  almost  1000  cases  of  gynatresias  from  Uterature. 
In  479  of  these  cases  the  atresia  was  undoubtedly  acquired. 
In  almost  300  the  anamnesis  was  negative.  Neugebauer 
himself  says  that  it  would  be  a  mistake  to  interpret  the  lack 
of  data  in  the  history  in  favor  of  the  congenital  origin  of  the 
malformation.  He  refers  to  atresias  in  general,  and  it  is  clear 
that  the  same  reasons  must  pertain  to  hjTiieneal  atresias. 
The  etiologic  factor  is  furnished  either  by  acute  infectious 
diseases  such  as  were  enumerated  above,  which  lead  to 
inflammatory  processes  in  the  genital  system,  or  by  vulvo- 
vaginitis due  to  gonorrhea  or  other  causes.  The  inflam- 
mation subsequent  to  an  acute  infectious  disease  may  make 
itself  manifest  at  once  or  may  remain  unnoticed,  as  for 
instance  in  the  case  reported  by  Thienhaus.*^  In  the  latter 
event  the  result  of  the  inflammation,  viz.,  more  or  less  firm 
coalescence  of  the  hymeneal  folds,  will  not  be  noticed  until 
at  puberty  the  menstrual  flow  is  obstructed.  Even  if,  at  that 
time,  signs  of  pre\'ious  inflammation  should  not  be  found  in 
the  imperforate  hymen,  this  would  not  speak  against  the 
atresia  being  acquired.  ]\Ieyer"  has  proved  from  literature  the 
acquired  origin  of  atresia  even  in  the  absence  of  any  scars, 
and  Odebrecht"  points  out  that  cicatrices  acquired  in  infancy 
completely  disappear  within  a  few  years  on  account  of  in- 
creased cellular  vitality.    If  several  sisters  present  hymeneal 
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atresia,  the  inference  is  justified  that  the  children  were  simul- 
taneously affected  by  the  same  acute  infectious  disease. 
Pincus  cites  a  very  interesting  case  reported  by  Madge." 
Four  sisters,  two  to  ten  years  old,  had  hymeneal  atresia;  the 
fifth  child,  a  boy,  had  phimosis.  Pincus  rejected  the  suppo- 
sition of  heredity  in  this  case  and  is  inclined  to  ascribe  this 
coincidence  to  the  action  of  some  obnoxious  factor  common 
to  the  five  children,  such  as  baths,  sponges,  or  towels. 

This  somewhat  lengthy  consideration  may  be  thus  summar- 
ized :  In  all  cases  of  hymeneal  atresia  with  normal  function- 
ating genital  system,  the  condition  is  acquired.  Here  the 
occluding  membrane  causes  the  retention  of  menstrual  blood 
and  leads  to  hematocolpos,  hematometra,  etc. 

The  hterature  on  the  histology  of  hjTiieneal  atresia  is  not 
very  great.  The  reports  of  v.  Tussenbroeck''  and  Henkel" 
have  been  recorded  above.  A  recent  contribution  to  this  sub- 
ject was  furnished  by  Wechsberg.'^  The  patient,  a  girl  aged 
fourteen  years,  had  had  measles,  chicken-pox  and  whoop- 
ing cough.  She  came  to  the  hospital  with  the  symptoms  of 
hematocolpos,  which  an  examination  revealed  to  have  been 
caused  by  an  imperforate  hymen.  Wechsberg  excised  a  small 
portion  of  the  membrane.  Upon  microscopic  examination 
both  surfaces  of  the  specimen  showed  papillae,  those  upon 
the  vaginal  side  being  the  larger.  The  vulvar  surface  was 
covered  by  pavement  epithelium,  the  vaginal  side  by  a  single 
layer  of  high  cylindric  cells.  On  the  vaginal  side,  however, 
there  were  at  one  point,  on  the  outer  surface  of  a  conspicuously 
large  papilla,  ex'idences  of  keratinization.  On  the  vulvar 
side,  cornification  was  seen  throughout  the  uppermost  layers 
of  the  epithelium.  Within  the  connective-tissue  stroma  there 
were  smooth  muscle  fibers,  numerous  lymph  spaces  and 
vessels,  and  a  few  nerves.  There  was  no  round-cell  infiltration 
nor  other  signs  of  previous  inflammation  such  as  cicatricial 
tissue. 

Wechsberg  refers  to  a  similar  case  reported  by  Rincheval" 
in  which  there  was  found  multilayered  pavement  epithelium 
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upon  the  outer  surface,  while  the  inner  surface  was  lined  with 
cylindric  epithelium  which  in  places  presented  glandular 
invaginations  into  the  dense  connective  tissue. 

In  the  observation  of  Kochenburger"  the  excised  hjTnen 
had  multilayered  epithelium  on  its  outer  surface  and  cuboidal 
epithelium  on  its  inner  side.  Kochenburger  considered  the 
latter  to  be  the  basal  layer  of  the  epithelium  after  the  upper 
layers  had  been  macerated  by  the  accumulated  blood  in  the 
occluded  vagina  and  had  been  cast  off.  This  epithelium 
resembled  that  found  upon  erosions  of  the  portig  vaginalis 
uteri.  In  corroboration  of  this  \'iew  the  upper  layers  of  the 
pavement  epithelium  were  seen  to  persist  in  some  places 
while  in  others  they  had  undergone  degenerative  processes, 
but  were  still  in  connection  with  the  basal  layers.  From  his 
findings  Kochenburger  deduced  that  in  hymeneal  atresia  the 
origin  of  epithelial  cells  resembling  cylindric  epithelium  is 
due  to  pressure,  infiltration,  imbibition,  atrophy,  and  necrosis. 
Wechsberg,  however,  maintains  that  in  his  and  Rincheval's 
cases  the  cylindric  epithelium  is  primary  inasmuch  as  no 
signs  of  cell  degeneration  could  be  detected;  staining  for 
mucous  degeneration  resulted  negatively,  and  the  cylindric 
cells  themselves  were  high  and  took  the  ordinary  stains 
readily.  In  his  opinion,  the  differentiation  of  the  cylindric 
epithelium  primarily  present  in  the  vagina  of  the  embryo 
into  pavement  epithelium  had  not  taken  place  in  the  small 
portion  excised.  Upon  the  rest  of  the  hymen  and  on  the 
walls  of  the  vagina  multilayered  pavement  epithelium  was 
found. 

These  arguments  of  Wechsberg  in  favor  of  an  embryonal 
origin  of  the  atresia  in  his  case  are  not  convincing.  It  would 
be  strained  to  suppose  that  only  the  very  small  portion  which 
was  excised  should  have  remained  in  an  embrj'onal  state.  Nor 
is  the  absence  of  degenerative  signs  sufficient  proof.  I  believe 
Kochenburger  is  right  in  comparing  this  condition  with  the 
erosion  of  the  portio  vaginalis  uteri.  In  this  affection,  after 
the  upper  layers  have  been  destroyed  by  the  pathologic 
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process  and  have  entirely  disappeared,  only  the  basal  layer 
remains,  the  cells  of  which  under  the  irritating  influence  may 
be  stimulated  to  more  excessive  growth  of  size  and  length. 
They  even  invade  the  underlying  tissue,  forming  the  so-called 
glands  of  erosion,  and  I  am  inclined  to  ascribe  a  similar 
origin  to  the  glandular  formations  mentioned  in  Rinchcval's 
case. 

Neoplasms  of  the  hymen  are  very  rare.  To  this  group 
belong  the  cysts.  I  found  in  literature  a  total  of  17  cases  of 
hymeneal  cysts  reported  by  Bastelberger,^°  Doderlein,^" 
Piering,^'  Ziegenspeck,"  ■"  Miiller,"  Goerl,^^  Ulesko-Stroga- 
nowa,'*  Palm,"  ^°  Marchesi,"  Lannelongue  and  Achard," 
Theilhaber,^*  and  Ricci.^'  These  cysts  occur  on  either  side 
of  the  hymen,  but  more  frequently  on  the  outer  surface. 
They  may  attain  the  size  of  a  cherry  and  are  occasionally 
multiple.  Ulesko-Stroganowa's  case  presented  one  cyst  on 
either  side.  In  the  case  of  Ricci,  there  was  a  small  cyst  in 
the  wall  of  the  larger  cyst.  In  Ziegenspeck's  third  case  two 
smaller  cysts  were  found  at  the  base  of  the  main -cyst.  Piering 
observed  a  number  of  very  small  transparent  cysts  around 
the  edge  of  the  hjinen.  Microscopically,  the  hymeneal  cysts 
have  been  carefully  studied.  On  the  outside  they  are  covered 
with  the  hymeneal  epithelium.  Beneath  this  lie  layers  of 
more  or  less  dense  connective  tissue  with  well-developed 
papillae  and  numerous  capillaries,  in  some  cases  combined 
with  smooth  muscle  fibers.  The  inner  surface  is  lined  with 
epithelium,  usually  of  the  pavement  variety,  varying  in 
thickness.  In  other  cysts  the  epithelium  has  a  more  cuboidal 
or  even  cylindric  character  (iSIarchesi).  This  variation 
depends  upon  the  source  of  origin,  which  we  shall  presently 
consider.  The  cysts  may  contain  detritus  and  epithelium,  or 
a  homogeneous,  yellowish-brown,  jelly-like  substance,  or  else 
a  watery  fluid.  The  latter  may  consist  of  lymph  fluid 
(Piering),  or  may  contain  blood  corpuscles  (Ulesko-Stroga- 
nowa).  Ricci's  cyst,  the  size  of  a  cherry,  which  he  so  care- 
fully examined,  contained    1  c.c.  of   a  thick,  dark-brown 
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liquid,  the  microscopic  examination  of  which  revealed 
epithelial  cells  in  large  number,  detritus  of  blood  corpuscles, 
fat  droplets,  glossy  masses  of  amber  color  apparently  consist- 
ing of  red  corpuscles  and  fat  drops,  and  a  small  amount  of 
hematic  pigment. 

Cysts  of  the  hymen  may  develop  in  four  different  ways, 
viz. : 

1.  By  invagination  and  separation  ("Abschniirung")  of 
hymeneal  epithelium  (cases  of  Bastelberger,  Ziegenspeck, 
Goerl). 

2.  From  rests  of  embryonal  tissue  within  the  substance  of 
the  hymen.  This  mode  of  origin  is  claimed  by  Ricci  for  his 
case.  He  cites  the  observation  of  Pestalozza,^  who  found 
ectodermal  embryonal  rests  within  the  stroma  of  a  hjTnen. 

3.  By  conglutination  or  coalescence  of  converging  hymeneal 
folds.  This  mode  was  first  suggested  by  Dotlerlcin,  who 
observed  a  pronounced  development  of  folds  upon  the  outer 
side  which  in  places  approximate.  When  the  tips  of  these 
folds  become  completely  conglutinated,  a  space  is  shut  off, 
which  at  first  is  filled  with  epithelial  cells.  By  gradual 
necrosis  and  liquefaction  of  the  central  cells  a  lumen  is 
formed  and  a  cyst  produced.  Doderlein's  view  is  strongly 
supported  by  Schaffer."  According  to  this  writer,  the  folds 
of  the  embryonal  hymen  are  usually  obliterated  by  the 
upward  growth  of  the  connective  tissue.  In  many  instances, 
however,  these  folds  coalesce  at  the  end  of  the  papilla,  thus 
leaving  a  pocket  of  epithelium.  One  of  my  own  specimens 
shows  that  fibrous  bands  may  extend  from  any  point  of  the 
papilla  to  the  hymen  and  separate  a  mass  of  epithelium 
which  may  eventually  give  rise  to  a  cystic  cavity  (Fig.  2). 

4.  By  retention  of  contents :  (a)  In  lymph  spaces  (Piering) ; 
(6)  in  portions  of  the  ^YolfBan  ducts  within  the  hymen.  In 
the  report  of  Ulesko-Stroganowa  and  in  one  of  Alarchesi's 
cases,  the  cysts  were  lined  with  cylindric  epithelium  similar 
to  that  of  the  Wolffian  ducts;  (c)  of  a  sebaceous  gland.  Palm 
considers  his  two  cysts  as  true  atheromata.     This  author 
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bases  his  views  upon  the  macroscopic  and  microscopic 
similarity  to  genuine  atheromata  found  in  other  parts  of  the 
body,  mainly  the  labia  minora,  and  upon  the  supposition  that 
the  few  true  glands  which  have  been  found  upon  the  inner 
and  outer  side  of  the  hjTnen  (Ruge,  Klein)  are  of  a  seba- 
ceous character. 

Of  other  benign  neoplasms  of  the  hymen  I  have  found  two 
observations  of  polypus"  and  one  case  of  angioma.'^  The 
original  articles,  however,  I  could  not  obtain. 

Of  malignant  diseases  of  the  hymen  there  exists  in  liter- 
ature but  one  case  of  sarcoma  reported  by  Sanger.^'  A  child 
of  three  years  had  a  profuse  foul  vaginal  discharge,  and 
occasionally  a  tumor  of  the  size  of  half  a  finger  appeared  at 
the  entrance  of  the  vagina.  From  the  vulva  hung  two  bodies 
like  mucous  polypi,  pediculated  from  the  posterior  hymeneal 
border.  There  was  a  still  larger  tumor  with  ulcerated  surface, 
distending  the  vagina  and  sessile  on  the  anterior  wall.  There 
existed,  in  addition,  a  number  of  polypoid  excrescences,  like 
hydatids,  occupying  various  portions  of  the  vaginal  mem- 
brane, and  numerous  metastases  in  the  broad  ligaments  and 
the  rectovaginal  septum.  INIicroscopically  the  tumor  proved 
to  be  a  typical  round-cell  sarcoma. 

Development.  Four  theories  of  the  development  of  the 
hymen  have  been  advanced  which  may  be  briefly  character- 
ized as  follows: 

1.  The  hymen  is  the  product  of  the  INIullerian  ducts 
(KoUiker,  Dohrn,  Nagel,  Klein). 

2.  The  hymen  is  the  product  of  the  sinus  urogenitalis 
(Pozzi). 

3.  The  hymen  is  the  product  of  both  the  Miillerian  ducts 
and  the  sinus  urogenitalis  (Schaffer). 

4.  The  hj-men  is  the  product  of  the  Wolfiian  ducts  (Hart). 
I  begin  vnth  the  last  and  chronologically  latest  theory  which 

is  advanced  by  D.  Berry  Hart,'^  °^  but  was  in  somewhat 
similar  form  pubUshed  by  v.  Hoffmann^"  in  1878.  Hart 
formulates  his  theory  as  follows:    The  hymen  is  formed  by 
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a  special  bulbous  development  of  the  lower  ends  of  the  two 
Wolffian  ducts  aided  by  an  epithelial  involution  from  below 
of  the  cells  lining  the  urogenital  sinus.  The  terminal  parts 
of  the  Miillerian  ducts  are  at  first  solid  epithelial  cords,  the 
epithelial  mass  being  derived  from  the  bulbous  termination 
of  the  Wolffian  ducts.  These  Wolffian  bulbs  after  having 
mapped  out  the  vaginal  portion  of  the  uterus  and  the  fornices 
of  the  vagina,  coalesce,  break  down  in  the  center  and  form 
the  lumen  of  the  vagina.  The  coalesced  Wolffian  bulbs,  then 
protrude  into  the  urogenital  sinus  and  thus  form  the  hymen. 
The  epoophoron,  the  paroophoron,  and  the  Wolffian  ducts 
near  the  uterus  and  upper  part  of  the  vagina  are  all  useless 
and  dangerous  relics  to  women,  giving  rise  to  many  patho- 
logic conditions  simple  as  well  as  malignant.  Only  at  the 
lower  end  of  the  Wolffian  ducts  do  we  get  an  actual  normal 
utilization  in  the  development  of  the  hymen,  the  relining  of 
the  vagina  and  cervix  with  an  ectodermic  multilayered 
epithelium  and  the  opening  up  of  the  imperforate  eminence 
of  Miiller  where  the  IMiillerian  ducts  end  blindly. 

This  theory  was  accepted  by  Keith"  and  Garrigues"  and 
seems  to  be  supported  by  a  case  of  persistence  of  the  uro- 
genital sinus  recorded  by  Purslow."  This  case  is  interesting 
enough  to  be  quoted  more  in  detail.  A  well-developed  girl 
aged  twenty-three  years  sought  medical  aid  for  dysmenorrhea. 
Micturition  was  always  normal.  The  pubic  hair  was  well 
developed.  On  separating  the  labia,  there  was  seen  an 
unusually  well-marked  hymen  having  a  crescentic  opening 
in  front,  which  would  admit  the  index  finger.  Immediately 
within  the  hymen,  but  quite  distinct  from  it,  was  a  firm 
fibrous  ring  contracting  the  opening  into  the  vagina,  and  just 
admitting  the  tip  of  the  little  finger;  but  the  finger  could  not 
be  forced  through  this  narrowed  part  of  the  canal,  which  gave 
the  impression  of  being  about  1  cm.  in  length.  A  catheter 
passed  through  the  hymeneal  opening  readily  into  the  bladder, 
and  urine  was  v^dthdrawn.  The  clitoris  was  not  enlarged. 
The  constriction,  together  with  the  hymen,  was  divided  by 
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deep  incision  wdth  a  bistoury,  and  the  orifice  was  well 
stretched  until  it  would  admit  three  fingers.  It  was  then 
ascertained  that  the  constricted  portion  communicated  at  its 
upper  end  wth  a  capacious  vagina,  and  that  at  the  junction 
the  bladder  opened  by  an  aperture  which  admitted  the  tip 
of  the  finger  and  appeared  to  have  very  Uttle  sphincter  power. 
There  was  no  trace  of  a  urethra.  In  this  report  there  are 
several  important  points  of  information  lacking.  From  the 
history  we  do  not  know  whether  the  patient  in  her  childhood 
had  suffered  from  any  acute  infectious  disease  which  might 
have  led  to  inflammation  and  consequent  stricture  of  the 
vagina.  WTiat  was  the  condition  of  the  uterus  and  append- 
ages? Was  the  dysmenorrhea  due  to  a  malformation  of  the 
internal  genitals,  or  did  it  cease  after  the  operation? 

In  Hart's  theory  there  are  several  weak  points.  In  the 
first  place,  it  is  difficult  to  understand  that  an  organ  should 
form  an  intrinsic  part  of  the  human  economy  only  at  its  lower 
end  while  the  rest  forms  a  dangerous  anomaly.  Secondly, 
systematic  researches  of  other  investigators  result  in  an 
altogether  different  conception  of  the  course  of  the  WolflBan 
ducts.  Until  recently  the  majority  of  observers  believed  that 
the  Wolffian  ducts  terminated  at  or  near  the  cer\nx  uteri  in 
the  upper  part  of  the  vagina.  This  view  can  no  longer  be 
held.  Beigel,  Dohrn,  and  v.  Ackeren  first  described  rests  of 
the  Wolffian  ducts  along  the  entire  length  of  the  vagina,  and 
Klein,'"  in  1897,  demonstrated  in  serial  sections  the  course 
of  the  Wolffian  ducts  at  either  side  of  the  vagina  and  the 
termination  of  these  ducts  in  the  hymen.  These  sections 
were  taken  from  the  genitals  of  the  newborn  and  of  a  girl, 
aged  four  and  one-half  years.  The  findings  of  Klein  were 
confirmed  by  many  observations  of  Meyer^°  in  the  fetus  and 
newborn.  He  found  in  seventeen  cases  larger  remnants  of 
the  Wolffian  ducts  in  the  vagina  and  especially  within  the 
hymen.  Here  the  ducts  entering  the  base  of  the  hjTnen  from 
the  posterior  wall  of  the  vagina  run  upward  within  the 
hymeneal  tissue  and  usually  open  at  the  outer  side  near  the 
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free  edge.  It  must  be  noted  that  v.  Ackeren,  Meyer,  Klein, 
and  Groschuff,  Seitz  and  Hengge,  the  last  three  working  with 
Klein,  actually  found  the  Wolffian  ducts  within  the  hymen. 
Nagel  suggests  that  the  ducts  of  Bartholin's  glands  might  be 
mistaken  for  the  Wolffian  ducts  and  I  feel  inclined  thus  to 
interpret  the  pictures  given  by  Hart. 

While  Hart  holds  that  the  vagina  is  derived  only  in  its 
upper  two-thirds  from  the  Miillerian  ducts  and  in  its  lower 
third  from  the  sinus  urogenitalis,  all  other  theories  have  as 
their  premise  that  the  vagina  in  its  entirety  is  of  Miillerian 
origin. 

According  to  the  next  theory,  that  of  Pozzi,'*  the  origin  of 
the  hymen  is  intimately  connected  with  that  of  the  vulva. 
On  either  side  of  the  sinus  urogenitalis  and  below  the  urethra 
lie  two  corpora  spongiosa  which,  after  surrounding  the 
meatus  urinarius,  extend  upward  to  the  base  of  the  clitoris. 
From  the  superficial  portion  of  these  spongious  organs  which 
remain  in  the  fetal  state,  the  hymen  develops.  I'ozzi  bases 
his  theory  upon  the  aspect  of  the  external  genitals  and  the 
analogy  with  the  frenulum  in  masculine  hypospadias,  and 
upon  the  following  clinical  observations:  (1)  the  existence 
of  the  hymen  in  total  absence  of  the  vagina;  (2)  the  presence 
of  a  single  hymen  in  cases  of  double  vagina;  (3)  the  existence 
of  a  urethral  hymen— r.  e.,  a  prolongation  of  the  ring  around 
the  meatus,  partly  or  even  entirely  covering  this  orifice,  which 
goes  to  prove  the  close  relationship  between  the  different 
parts  of  the  hymen  and  the  ring  which  surrounds  the  meatus. 

Cases  of  hymen  existing  in  the  absence  of  the  vagina  are 
occasionally  found.  In  addition  to  those  cited  by  Pozzi 
himself  and  by  Neugebauer,**  I  have  seen  in  recent  literature 
reports  by  Loefqist"  (ten  cases),  Krevet,'^  and  Strauss.'' 
On  the  other  hand,  in  the  majority  of  cases  of  total  absence 
of  the  vagina,  no  trace  of  a  hjTnen  can  be  found.  Loefqist 
himself  does  not  consider  his  cases  as  supporting  the  theory 
of  Pozzi  who,  as  he  points  out,  ignores  the  results  of  embryo- 
logic  studies  altogether  and  thus  denies  facts  verified  by  the 
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microscope.  In  my  opinion  the  microscopic  examination  of 
the  atresic  vagina  or  rather  of  the  tissues  behind  the  hymen 
will  possibly  throw  light  upon  this  point.  The  vagina  must 
either  have  been  normal  and  become  obliterated  afterward  or 
have  been  atrophic  from  the  beginning.  At  any  rate,  the 
INIiillerian  ducts  must  have  reached  the  sinus,  for  otherwise 
the  origin  of  a  hjTnen  is  inexplicable.  In  corroboration  of 
this,  absence  of  the  hymen  in  absence  of  the  vagina  is  the 
more  frequent  occurrence.  An  example  is  to  be  seen  in  the 
case  recorded  by  Veit"  in  which  there  was  a  uterus  bipartitns, 
but  no  trace  of  the  vagina  nor  of  the  hymen  could  be  found. 
Even  according  to  Pozzi's  theory,  the  hymen  is  only  then 
formed  from  the  vulva  when  there  exists  an  opening  which 
the  corpora  spongiosa  can  surround.  Pozzi's  second  argu- 
ment of  the  presence  of  one  hymen  in  double  vagina  is 
balanced  by  observations  of  double  hymen  in  double  vagina. 
Only  last  year  two  further  cases  were  observed  by  Benno 
MuUer"  and  ^Marchand." 

As  to  Pozzi's  third  point,  the  existence  of  a  membrane 
partly  or  totally  occluding  the  urethra  may  be  admitted  as 
of  vulvar  origin  but  need  not  necessarily  be  associated  with 
the  formation  of  the  hymen.  According  to  a  recent  article  by 
Dickinson,*^  this  "urethral  hj-men"  is  a  pathologic  structure 
due  to  repeated  traction  and  found  only  in  company  with 
hypertrophied  nymphse.  In  addition  to  these  remarks,  a  case 
of  persistent  sinus  urogenitalis  reported  by  Kelly'^  is  worthy 
of  note.  The  patient,  a  nuUipara,  aged  forty-six  years,  had 
normal  external  genitals  as  far  as  the  introitus  of  the  vagina, 
where  the  only  opening  between  the  rectum  and  clitoris  was 
found.  There  was  no  hymen,  and  the  smooth  orifice  beneath 
the  pubic  arch  had  the  form  of  a  transverse  sUt.  From  this 
orifice  a  short  muscular  canal  led  directly  into  the  bladder. 
Into  this  canal  behind  the  orifice  a  double  vagina  opened. 
It  is  at  this  point,  at  the  opening  of  the  Miillerian  ducts  into 
the  sinus,  that  a  hymen  should  be  looked  for,  though  Kelly 
does  not  make  mention  of  it.    The  absence  of  an  external 
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hymen  speaks  strongly  against  Pozzi's  supposition.  In  con- 
clusion, Pozzi  does  not  bring  sufficient  e\ndence  to  prove 
the  fact  that  the  hymen  is  independent  of  the  ]\Iullerian 
ducts. 

Schaffer,"  upon  a  careful  study  of  an  unusually  large 
material,  propounds  the  following  theorj-:  In  the  fifth  month 
of  fetal  life  every  hjinen  makes  its  appearance  more  or  less 
distinctly  in  the  form  of  two  lamellte  (hymen  bilamellatus)  in 
such  a  way  that  the  inner  lamella  is  formed  by  the  vagina, 
the  outer  by  the  vulva.  Schaffer  found  this  mode  of  origin 
53  times  in  190  specimens.  In  many  instances  the  two 
lamellae  unite  either  at  once  or  later;  in  more  than  one-fourth 
of  his  cases,  they  persisted  more  or  less  until  full  term,  but 
rarely  after  birth.  p]ach  lamella  is  covered  with  mucous 
membrane  on  both  sides  so  that  the  h}'men  bilamellatus, 
properly  speaking,  consists  of  four  layers.  Schaffer  supports 
his  theory  with  the  following  observations:  (1)  frequency  of 
a  distinctly  bilamellate  form  (28.8  per  cent.);  (2)  unity  of 
the  outer  lamella  with  a  layer  of  vulvar  mucosa  around  the 
urethral  orifice  and  upward  to  the  cHtoris;  (3)  different  stages 
of  the  coalescence  of  the  two  lamellce  by  means  of  transverse 
processes  or  papilla?;  (4)  folds  or  ridges  of  mucosa  which 
spring  from  the  frenulum  labiorum,  the  njonphse,  and  the 
"frenulum  masculinum,"  and  end  in  the  outer  lamella, 
usually  at  or  near  the  free  edge;  (5)  relation  of  the  urethral 
orifice  to  the  outer  lamella;  (6)  difference  in  the  form  of  the 
free  edge  of  the  outer  and  inner  lamellae;  (7)  difference  in 
color  and  epitheHal  covering  of  both  lamellae;  (8)  possibility 
of  dissecting  the  outer  lamellae  from  the  inner;  (9)  analogy 
with  the  portio  vaginalis  uteri,  the  growth  of  which  is,  to  a 
great  extent,  due  to  material  furnished  by  the  vagina;  (10) 
cases  of  single  hvmen  in  double  vagina;  (11)  cases  of  persist- 
ence of  both  lamellae  (hjTnen  duplex);  (12)  cases  of  presence 
of  hymen  (outer  lamella)  in  absence  of  vagina. 

The  painstaking  researches  of  Schaffer  deserve  earnest 
consideration.     A  number  of  his  observations  coincide  with 
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those  of  Pozzi.  The  extension  of  the  hymen  beyond  the 
urethral  orifice,  in  SchaflFer's  description,  corresponds  to 
Pozzi's  "bride  mascuHne"  or  "frenuhim  mascuUnum."  The 
relation  of  the  meatus  urethrte,  the  folds  from  the  surround- 
ing vulva  stretching  to  the  outer  surface  of  the  li}'men  and 
the  possibility  of  dissecting  the  superficial  layer  of  the  vulvar 
mucosa  'hi  toto,  including  the  outer  surface  of  the  hymen,  are 
observations  common  to  both  authors.  Only  the  interpreta- 
tion of  these  facts  and  the  conclusions  drawn  therefrom  are 
different.  This  is  most  noticeable  in  the  arguments  classified 
under  10  and  12. 

There  are  several  objections,  however,  to  Schaffer's  theory : 

1.  Schaffer  states  that  in  the  first  series  of  103  fetuses,  42 
had  abnormal  genitals.  In  a  second  series  of  87  cases  he 
gives  no  detailed  data;  altogether  he  found  hymen  bila- 
mellatus  53  times  in  these  190  specimens.  The  large  percent- 
age of  cases  with  abnormal  sexual  organs  in  addition  to  the 
comparatively  small  percentage  of  bilameljate  hymens 
actually  found,  to  a  certain  extent  detracts  from  the  value 
of  these  observations. 

2.  While  a  number  of  text-books  (Gebhard,"  Chrobak  and 
Rosthorn'*)  reproduce  Schaffer's  statements  without  com- 
menting upon  them,  later  workers  in  the  same  field  emphasize 
that  they  have  not  yet  seen  the  bilamellate  form  in  a  single 
instance.  I  refer  to  Klein"  and  Hart."  Nor  have  I  been 
able  to  observe  this  formation  in  the  seven  fetal  hymens  of 
my  collection.  Since  Schaffer  found  the  bilamellate  hymen 
in  28.8  per  cent.,  one  would  expect  to  find  it  at  least  once  in 
the  dozen  or  more  cases  examined  by  Klein,  Hart  and  myself. 
In  only  one  instance,  that  of  a  girl,  aged  twenty  years,  I 
thought  at  first  sight  to  have  noted  a  case  of  hymen  duplex 
(persistence  of  the  two  lamellae).  The  hymen  was  well 
developed  and  of  annular  shape.  Immediately  behind  the 
hymen  there  was  a  second,  well-marked,  fleshy  fold  springing 
from  the  left  side  of  the  vaginal  entrance  and  running  parallel 
to  the  left  half  of  the  hymen.    At  about  the  median  line  this 
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fold  began  to  converge  slightly  toward  the  h}Tnen  and  ended 
in  its  posterior  surface  a  little  to  the  right  of  the  median  line. 
This  fold  was  as  high  as  the  hymen  itself  and  exactly  like  it 
in  appearance.  After  cautiously  pushing  aside  the  h>Tneneal 
membrane  it  was  Seen  that  this  fold  was  but  the  continuation 
of  a  longitudinal  vaginal  ruga  which  ran  directly  below  the 
juncture  of  the  posterior  and  left  walls  of  the  vagina.  These 
longitudinal  folds  or  rugse  are  of  ordinary  occurrence  in  the 
lowest  inch  of  the  vagina.  Fig.  7  (Case  4)  shows  this  con- 
dition in  an  embryo  of  twenty-five  weeks.  Hart**  also  notes 
that  the  rug£e  or  columns  of  the  lowest  inch  of  the  vagina  run 
for  the  most  part  longitudinally;  above  this  the  vagina  has 
its  rugffi  transverse.  These  longitudinal  folds  (Fig.  7)  turn 
inward  at  the  vaginal  entrance  and  run  parallel  or  but 
slightly  converging  to  the  posterior  surface  of  the  hjTnen  and 
fuse  with  the  latter  at  irregular  points,  but,  as  a  rule,  below 
the  free  edge, 

3.  As  the  first  formation  of  the  h}Tnen  takes  place  in  the 
nineteenth  week,  and  as  the  lamell.ie,  according  to  Schaffer, 
persist  more  or  less  distinctly  until  term,  the  bilamellate  form 
should  be  \-isible,  at  least  remnants  of  it,  in  microscopic 
sections  through  hymens  of  a  later  fetal  period.  None  of  my 
sections,  however,  present  this  form.  INIoreover,  the  hjTiien 
of  twenty-five  weeks,  pictured  in  Fig.  7,  which  simulates 
bilamellation,  does  not,  microscopically,  show  two  lamella?, 
though  the  section  comprises  Aiilvar  and  vaginal  portions 
adjoining  the  hjTnen.  With  Klein  I  consider  the  high  fold 
usually  found  at  the  vaginal  side  as  one  of  the  numerous 
papillae  of  the  vagina  and  without  importance  in  regard  to  the 
development  of  the  hjTnen. 

4.  Schaffer  mentions  the  difference  in  color  and  epithehal 
covering  of  the  two  surfaces.  While  I  shall  speak  later  of 
the  epithelial  coverings  of  the  two  sides  of  the  hjTnen,  I  may 
say  as  to  the  difference  in  color  that  in  the  fetus  I  observed 
the  entire  hymen,  both  inside  and  outside,  as  white,  exactly 
like  the  vagina,  and  contrasting  markedly  with  the  grayish- 
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red  appearance  of  the  \'ulva.  I  observed  a  similar  condition 
in  the  h\Ti>en  of  a  \argin  of  twenty-five. 

Klein, '^  in  his  studies  of  the  development  of  the  h}Tnen, 
advances  the  following  theory:  The  hymen  is  that  part  of 
the  pelvic  floor  which  is  thinned  out  by  the  ampuUary 
enlargement  of  the  lower  portion  of  the  vagina.  The  anlage 
of  the  hj-men  is  present  at  the  beginning  of  the  third  month 
when  the  IMlillerian  ducts  break  through  into  the  sinus 
urogenitalis.  From  the  third  to  the  fifth  month,  the  vagina 
undergoes  an  ampullary  enlargement  in  its  terminal  portion, 
which  in  its  turn  leads  to  a  stretching  and  thinning  out  of 
the  surrounding  pelvic  floor.  I  might  suggest  that  this  theory 
does  not  explain  the  formation  of  the  annular  hymen.  It  is 
only  the  posterior  wall  of  the  vagina  which  undergoes  a 
dilatation  thus  producing  the  ampulla  vaginse;  the  anterior 
wall  remains  unaffected  and,  consequently,  a  sj-mmetric 
structure  hke  the  annular  hymen  is  impossible. 

Klein  ascribes  to  the  Miillerian  ducts  an  active  part  in  the 
formation  of  the  hjTiien.  In  this  respect,  Klein's  \dews 
coincide  with  the  most  generally  accepted  theory,  that 
advanced  by  v.  KoUiker,'"  v.  Mihalkovicz,  Budin,  Dohrn,  and 
especially  Nagel.'  According  to  these  writers  the  develop- 
ment of  the  hymen  is  inseparable  from  the  development  of  the 
vagina.  In  the  human  embryo  of  8  to  10  mm.,  the  INIiillerian 
duct  on  either  side  may  be  divided  into  a  proximal  and  a 
distal  part  characterized  by  different  kinds  of  epithehum. 
The  proximal  portion,  which  later  becomes  uterus  and  tube, 
is  hollow  and  has  cylindric  epithelium.  The  distal  part, 
which  becomes  the  vagina,  has,  in  the  beginning,  no  lumen, 
but  is  filled  with  large  protoplasmic  cells  of  a  more  cubic 
form.  At  about  the  third  month,  the  lower  ends  of  the 
Miillerian  ducts  in  their  downward  growth  reach  the  sinus 
urogenitalis  and  by  the  protrusion  of  their  blind  ends  form 
the  Miillerian  eminence.  From  this  eminence  the  hj-men  is 
formed.  The  finer  details  of  this  process  may,  to  my  mind, 
be  conceived  as  follows.    When  the  united  Miillerian  ducts 


:.'.'Ai^  -~ 


'4. 
-Sagittal  section  through  the  lower  third  of  the  Mullcriau  duct  in  a  fetus 
4  cm.  in  length  (from  Xagel) :    1,  Miillerian  duet;  2,  lower  end  of  the  same 
(anlage  of  the  vagina);    3,  cylindric  epithelium  of  the  anlage  of  the  uterus; 
4.  canalis  urogenitalis. 
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reach  the  sinus  urogenitalis  they  push  the  thin  layer  of 
epitheUum  Uning  the  sinus  forward,  and  by  so  doing  they 
make  this  epithelium  even  thinner  than  before.  This  con- 
dition is  clearly  seen  in  Nagel's  picture  (Fig.  8).  In  this  stage 
the  lower  ends  of  the  Mtillerian  ducts  represent  a  somewhat 
cone-shaped  solid  epithehal  cord.  The  formation  of  a  lumen 
proceeds  from  above  downward,  and  this  canalization  corre- 
sponds with  the  curve  of  the  ducts  themselves  with  its  con- 
cavity anterior.  Therefore  the  point  where  the  lumen  of  the 
ducts  breaks  through  the  solid  end  is,  as  a  rule,  nearer  the 
upper  border  of  the  conus,  and  so  is  responsible  for  the 
production  of  the  semilunar  form  of  the  hymen  which  is  by 
far  the  most  common.  The  concave  course  of  the  Miilleriart 
ducts  is  due  to  the  curved  abdomen  of  the  embryo.  Thereby 
every  organ  in  the  lower  part  of  the  body,  the  sacrum,  rectum, 
genital  tract,  and  sinus  urogenitalis,  acquires  a  curved  axis. 
The  extremity  of  the  conus  (]\liillerian  eminence)  with  a  more 
or  less  eccentric  lumen  protruding  into  the  sinus,  consists, 
at  first,  only  of  the  epitheUum  of  the  Miillerian  eminence 
covered  on  the  outer  surface  with  a  very  thin  layer  of  sinus 
epithelium.  Only  secondarily  is  this  mass  of  epithehum 
invaded  by  connective  tissue.  According  to  Nagel  the 
Miillerian  ducts  originally  are  composed  of  large  protoplasmic 
cells  of  an  epithelial  character.  Around  this  mass  of  cells 
which  gradually  becomes  a  tube,  the  mesodermal  formative 
cells  are  grouped  in  a  circular  arrangement,  thus  forming 
the  first  anlage  of  the  connective  tissue  and  muscular  layer  of 
the  Miillerian  ducts.  In  other  words,  the  connective  tissue 
appears  after  the  ducts  are  established  and  grows  in  proportion 
to,  and  together  with,  the  downward  growth  of  the  ducts. 
Thus,  when  the  ends  of  the  ducts  protrude  into  the  sinus  in 
the  form  of  an  epithelial  protuberance,  their  connective  tissue 
comes  down  with  them,  grows  into  the  terminal  conus  and 
forms  the  inner  or  central  layer  of  the  protuberance. 

If  this  be  the  true  mode  of  origin,  the  hymen  is  a  product 
of  the  Miillerian  ducts  exclusively.    The  epithelium  of  the 
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sinus  urogenitalis  does  not  play  any  active  part,  but  only 
covers  the  outer  layers  of  the  epithelium  of  the  ^lullerian 
ducts  in  the  form  of  a  very  thin  cuticle.  Thus  it  is  readily 
understood  why  the  epithelium  of  the  vulva  can  be  dissected 
from  the  hymen  as  recorded  above  in  connection  with  the 
theories  of  Pozzi  and  ScKaffer. 

The  ]\Iiillerian  theory  is  further  supported  by  the  following 
observation.  It  is  asserted  by  a  number  of  authors  (Winckel,"* 
Dohrn,"  Pozzi,'*  Roze"  and  others)  that  the  outer  surface  of 
the  h}Tnen  is  different  from  the  inner  and  resembles  the 
structure  of  the  vestibule  in  that  it  has,  like  the  latter,  no 
papillse  and  that  its  epithelium  is  like  that  of  the  vestibule. 
My  sections,  however,  described  above,  show  that  the  vulvar 
surface  has  papillse  as  well  as  the  vaginal  surface,  and  I  infer 
the  same  from  SchafTer's  remarks  on  this  subject.  In  my 
sections,  the  papillse,  it  is  true,  are  not  quite  as  numerous  nor 
are  they  as  high  and  richly  ramified  as  those  on  the  inner 
side,  but  this  difference  is  but  comparative,  and  can  be 
explained  by  physical  reasons.  The  hymen  in  the  embryo 
and  in  the  infant,  as  all  observers  agree,  protrudes  into  the 
vulva.  It  thus  hes  in  close  juxtaposition  to  the  vestibule  and 
its  papillae  are  subjected  to  a  certain  degree  of  pressure 
atrophy  while  the  vaginal  surface  does  not  suffer  any  pressure 
from  the  yielding  epitheHum  which  at  that  time  fills  the 
vaginal  lumen. 

The  vestibule  itself  has  no  papillae  at  all;  its  surface  in  the 
vicinity  of  the  hymen  is  perfectly  smooth.  It  is  covered  with 
but  a  few  layers  of  flattened  epithelium  while  the  vulvar 
surface  of  the  hymen  is  lined  with  many  layers  of  epithelium. 
The  slight  difference  in  the  number  of  epithelial  layers 
between  the  vulvar  and  vaginal  surfaces  of  the  hymen  is, 
again,  explained  by  the  same  physical  reasons.  These  con- 
ditions are  strikingly  ob\aous  in  the  section  through  the  vulva, 
hymen,  and  vagina,  of  an  embryo  of  twenty-five  weeks  (Fig.  1), 
detailed  above.  In  another  section  through  the  hymen  of  a 
seven  months'  fetus  the  epithelium  on  the  vaginal  side  is  very 
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thick;  that  on  the  vulvar  side  is  only  about  half  as  thick. 
This  latter  epithelium  appears  compressed;  the  cells  adjoin- 
ing the  germinative  basal  layers  are  markedly  flattened 
instead  of  being  polygonal,  as  is  usually  the  case  in  multi- 
layered  pavement  epithelium. 

I  am  well  aware  that  the  form  of  epithelium,  because  of 
its  changeability,  cannot  establish  a  theory,  but  it  can 
support  \'iews  which  are  otherwise  well  founded.  Embryo- 
logic  studies  and  macroscopic  or  clinical  observations  alone 
cannot  decide  the  question.  It  must  be  supported  by 
histologic  examination,  the  value  of  which  has  thus  far  been 
underestimated.  Under  this  heading  I  should  Hke  to  call 
attention  to  certain  features  of  the  connective-tissue  structure 
which  to  my  knowledge  have  not  heretofore  been  pointed 
out.  In  all  sections  examined  the  fibers  of  connective  tissue 
are  distinctly  seen  to  run  in  a  straight  line  from  the  vagina 
into  the  hymen.  Account  of  this  was  given  in  the  first  part 
of  this  paper.  It  may  here  suffice  to  reiterfite  this  observation. 
The  great  mass  of  the  hymen  appears  as  a  direct  continuation 
of  the  connective  tissue  of  the  vagina,  and  only  at  the  base 
a  few  semicircular  fibers  connect  the  hjniien  with  the  stratum 
of  the  vulva.  The  latter  can  by  its  looser  structure  be 
differentiated  from  the  more  compact  vaginal  and  hymeneal 
connective  tissue  and  so  clearly  shows  the  hymen  to  be  of 
vaginal  origin. 
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THE  CONTRAINDICATIONS  OF  THE  ELECTIVE 
CESAREAN  SECTION. 

Report   of  Eight   Cases. 


By  Franklin  Spilman  Newell,  M.D. 
Boston. 


Probably  no  subject  in  obstetrics  has  attracted  more 
attention  within  recent  years  than  has  the  Cesarean  oper- 
ation. As  in  the  case  of  any  new  operation,  or  rather  in 
this  instance  the  resurrection  of  an  old  operation,  it  has 
been  received  with  great  enthusiasm  as  the  sohition  of  all 
the  various  problems  of  difficult  labor,  and  its  supporters  have 
gone  so  far  as  to  say  that  from  now  on  destructive  operations 
on  living  children  for  the  sake  of  the  mother  should  be  con- 
sidered as  almost  criminal,  since  we  have  now  an  easy 
method  of  saving  the  fetal  life  at  a  very  slight  risk  to  the 
mother,  provided  the  operation  is  performed  under  proper 
surgical  conditions.  The  unprejudiced  observer,  judging 
merely  from  the  literature  on  the  subject,  may  well  wonder 
whether  in  the  face  of  the  many  indications  which  have  been 
brought  forward  to  justify  an  abdominal  deUvery  no  contra- 
indications exist,  and  whether  every  woman  with  a  pelvic 
obstruction  or  in  whom  gestation  is  complicated  by  a  central 
implantation  of  the  placenta  or  by  eclampsia  is  a  fit  svibject 
for  a  Cesarean  section. 

Although  it  is  not  possible  to  lay  down  absolute  rules 
which  must  be  followed  in  any  surgical  procedure,  there 
are  always  certain  fundamental  principles  which  underhe 
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the  success  or  failure  of  any  operation,  and  it  is  my  object 
in  this  paper  to  define  as  clearly  as  possible  the  conditions 
which  contraindicate  the  performance  of  the  elective  Cesarean 
section,  basing  my  conclusions  as  far  as  possible  on  my 
personal  experience  in  eight  cases  and  on  the  results  of 
other  operators  in  cases  which  I  have  had  an  opportunity 
of  observing. 

The  Cesarean  section  is  primarily  indicated  as  an  operation 
for  the  preservation  of  fetal  Ufe  under  such  conditions  as 
render  the  birth  of  a  living  child  by  the  natural  passages 
impossible  or  at  least  improbable.  It  is  not  warranted  in 
place  of  a  destructive  operation  for  a  dead  child  unless  the 
obstruction  to  delivery  is  such  as  to  render  the  passage  of 
the  pelvis  impossible  or  excessively  dangerous  to  the  maternal 
life.  If  the  indications  lead  to  the  conclusion  that  an  ab- 
dominal delivery  for  the  sake  of  the  child  will  probably 
be  performed  at  the  expense  of  the  mother's  hfe,  whereas 
another  operation  will  save  the  mother  at  the  sacrifice  of 
the  fetal  life,  the  Cesarean  section  becomes  an  unjustifiable 
operation,  since  the  mother's  life  should  always  be  con- 
sidered as  the  more  important  of  the  two  and  should  never 
be  needlessly  jeopardized. 

There  seem  to  be  certain  conditions  which  enter  largely 
into  the  determination  of  the  degree  of  danger  to  the  mother 
in  any  given  case,  and  it  is  of  the  utmost  importance  to 
recognize  clearly  what  these  elements  of  danger  are.  A 
careful  study  of  the  fatal  cases  which  have  been  reported 
leads  directly  to  the  conclusion  that  there  are  contraindi- 
cations to  an  abdominal  delivery  which  are  not  generally 
regarded,  especially  since  fatal  cases  continue  to  occur, 
although  the  general  consensus  of  opinion  among  those 
qualified  to  judge  is  that  the  dangers  attendant  on  an  elective 
Cesarean  section  should  be  very  little  greater  than  in  an 
exploratory  laparotomy. 

The  great  majority  of  patients  in  regard  to  whom  the 
question  of  an  abdominal  delivery  is  raised  can  be  di'^'ided 
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into  two  distinct  classes:  those  which  are  favorable,  and 
those  which  are  unfavorable  for  a  Cesarean  section.  The 
conditions  which  must  be  fulfilled  to  place  a  patient  in  the 
favorable  class  for  operation  are:  the  absence  of  any  sus- 
picion of  uterine  infection  no  matter  how  slight ;  the  absence 
of  any  signs  of  exhaustion,  whether  general  or  local,  and 
whether  dependent  upon  labor  or  upon  severe  efforts  at 
extraction  of  the  child;  the  absence  of  any  intercurrent 
disease;  and  the  ability  to  procure  proper  conditions  for 
the  performance  of  the  operation  and  efficient  after-care. 
The  converse  of  any  of  these  conditions  should  transfer  the 
patient  at  once  to  the  unfavorable  class,  even  though  in  a 
certain  small  proportion  of  cases  this  may  involve  an  unne- 
cessary sacrifice  of  the  child,  since  the  mother  should  not  be 
subjected  to  an  undue  risk. 

Uterine  Infection.  That  uterine  infection  should  be 
considered  as  an  absolute  contraindication  to  an  elective 
Cesarean  section  is  a  proposition  which  is  so  generally 
conceded  at  the  present  time  that  very  Uttle  discussion  is 
necessary.  The  general  surgical  principle  that  the  opening 
of  a  septic  cavity  into  the  clean  peritoneum  is  to  be  carefully 
avoided  when  any  other  operation  is  possible  is  as  true  of 
the  infected  uterus  as  of  any  abscess  cavity.  Although  the 
intestines  can  be  protected  by  careful  walling  off  with  gauze, 
the  large  amount  of  infected  liquor  amnii  which  is  usually 
present  renders  some  contamination  of  the  peritoneum 
almost  ine\atable,  and  the  alternative  of  deliberate  sacrifice 
of  the  child  should  be  unhesitatingly  selected,  if  the  child 
is  still  living.  If,  however,  no  other  operation  is  possible — 
t.  e.,  if  an  absolute  pehic  indication  is  present — the  uterus 
should  be  extirpated  after  the  dehvery  of  the  child  instead 
of  being  closed  and  returned  to  the  abdominal  cavity  to 
act  as  a  source  of  general  infection. 

ExH.^usTiON.  The  element  of  exhaustion  as  a  contra- 
indication to  the  pyerformance  of  an  elective  Cesarean  section 
demands  the  most  careful  attention,  since  this  is  the  factor 
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which  is  most  often  neglected  in  the  study  of  the  individual 
case,  and  is  probably  responsible  for  a  larger  proportion 
of  the  unfortunate  results  than  any  other  complicating 
condition. 

Exhaustion  in  its  relation  to  rendering  a  patient  unfit  for 
an  abdominal  delivery  must  be  considered  from  a  dual 
standpoint — i.  c,  general  exhaustion  from  prolonged  or 
excessive  labor,  or  from  severe  eiforts  at  the  extraction  of 
the  child,  and  local  exhaustion — i.  e.,  exhaustion  of  the 
uterus  as  ev-idenced  by  rigidity  of  the  uterus  between  con- 
tractions and  by  irregularity  of  the  previously  rhythmical 
contractions. 

That  general  physical  exhaustion  furnishes  a  definite 
contraindication  to  an  abdominal  delivery  is  a  proposition 
that  needs  little  exposition,  since  it  is  evident  that  a  woman 
whose  vitality  has  already  been  reduced  to  a  low  ebb  is  in 
no  condition  to  be  subjected  to  the  added  strain  of  an  exten- 
sive abdominal  operation  for  the  sake  of  a. child  whose 
vitality  has  probably  suffered  to  an  almost  equal  degree. 
The  indication  in  these  cases  must  always  be  for  the  method 
of  delivery  which  will  add  least  to  the  strain  the  patient 
is  under,  even  at  the  expense  of  the  fetal  life. 

Severe  efforts  at  the  extraction  of  the  child  have  also  a 
double  influence  on  the  choice  of  operation,  since  not  only 
is  the  mother's  power  of  resistance  reduced  by  prolonged 
or  violent  efforts  at  extraction,  but  also  the  child's  vitality 
is  affected  to  an  even  greater  degree,  and  the  chances  of 
securing  a  Uving  child  and  thus  meeting  the  primary  indi- 
cation for  an  abdominal  delivery  are  reduced  to  a  minimum. 
It  must  be  admitted,  however,  as  a  general  principle  that 
judicious  efforts  at  extraction  offer  no  contraindication  to 
a  subsequent  abdominal  delivery,  but  the  margin  of  safety 
is  an  extremely  narrow  one  and  very  accurate  judgment  is 
called  for,  since  each  futile  attempt  at  pelvic  delivery  increases 
the  risks  for  both  patients  to  a  certain  degree. 

Local  exhaustion — i.  e.,  exhaustion  of  the  uterus,  is  of 
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equal  importance,  to  say  the  least,  as  a  contraindication  to  a 
Cesarean  section,  and  it  is  in  regard  to  this  important  element 
that  errors  in  the  choice  of  operation  are  most  liable  to  be 
made.  It  has  been  the  fortune  of  the  writer  to  observe  two 
cases  in  the  hands  of  other  operators  in  which  the  uterus 
was  already  showing  signs  of  distress  when  the  abdominal 
delivery  was  decided  on,  in  that  the  uterine  muscle  was 
already  in  a  state  of  tonicity  as  evidenced  by  distinct  rigidity 
between  pains  and  by  beginning  irregularity  of  the  con- 
tractions. In  both  of  these  instances  the  uterine  incision 
was  closed  with  considerable  difficulty  owing  to  the  rigidity 
of  the  muscular  wall.  Both  patients  subsequently  died  of 
general  peritonitis.  In  one  case  the  abdominal  incision  was 
opened  after  death  and  the  examination  of  the  uterine 
wound  showed  that  some  of  the  sutures  had  cut  out  or 
given  way  under  the  tension  induced  by  the  rigid  muscle, 
allo'wnng  the  lochia  free  access  to  the  peritoneal  cavity  ■nith 
a  resulting  peritonitis.  There  is  no  reason  to  doubt  that  a 
similar  result  took  place  in  the  other  case.  These  two  cases 
have  impressed  me  very  strongly  with  the  feeling  that 
unrecognized  uterine  exhaustion  is  one  of  the  greatest 
dangers  to  be  feared  in  the  elective  Cesarean  section.  This, 
effect  of  uterine  exhaustion  furnishes  a  strong  argument  in 
favor  of  the  performance  of  Cesarean  section  on  a  selected 
date  before  the  advent  of  labor  or  at  any  rate  as  early  in 
labor  as  possible,  since  I  am  con^-inced  by  repeated  experi- 
ences in  operative  deliveries  that  uterine  exhaustion,  at  least 
as  demonstrated  by  the  presence  of  a  contraction  ring,  is 
a  phenomenon  which  may  be  found  comparatively  early  in 
labor  and  is  not,  as  is  commonly  taught,  a  late  manifestation 
of  labor.  In  fact  one  of  the  patients  cited  above  gave  a 
history  of  having  been  in  moderate  labor  for  not  more  than 
fourteen  hours,  and  except  for  the  uterine  rigidity  was 
apparently  in  perfectly  good  condition  for  an  abdominal 
delivery. 

Exhaustion,  then,  whether  general  or  local,  must  be  con- 
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sidered  as  a  strong  factor  in  deciding  against  an  elective 
Cesarean  section,  and  when  clearly  defined  should  be 
regarded  as  furnishing  as  definite  a  contraindication  as 
should  septic  infection  of  the  uterus.  It  is  extremely  difficult 
to  formulate  a  rule  as  to  the  exact  degree  of  exhaustion 
which  may  be  present  and  still  allow  of  the  performance  of 
a  Cesarean  section,  but  for  practical  purposes  it  may  be 
said  that  a  patient  whose  pulse  has  permanently  reached 
a  rate  of  90,  or  at  most  100,  or  in  whom  tonicity  of  the 
uterus  has  developed,  as  evidenced  by  beginning  rigidity  of 
the  uterus  between  pains,  and  by  irregularity  in  the  rhythm 
of  the  previously  regular  contractions,  should  be  considered 
as  no  longer  a  favorable  subject  for  an  elective  Cesarean 
section,  with  the  qualification  that  if  the  exhaustion  has 
reached  a  point  where  the  mother's  condition  is  considered 
hopeless  and  the  child  is  still  aUve,  an  abdominal  delivery 
is  indicated  for  the  sake  of  the  child. 

Prolonged  Labor.  The  influence  of  prolonged  labor, 
per  se,  on  the  choice  of  operation  is  a  question  which  calls 
for  careful  consideration.  The  real  question  is,  however, 
rather  what  effect  labor  has  had  upon  both  patients  than 
how  long  a  time  has  elapsed  since  the  beginning  of  labor, 
or,  in  other  words,  what  signs  of  exhaustion  are  present. 
It  is  very  commonly  stated  that  patients  who  have  been  in 
labor  more  than  twenty-four  hours  are  not  to  be  included 
among  the  cases  favorable  for  operation,  but  this  is  too 
general  a  rule  to  be  allowed  to  pass  unquaUfied.  If  labor 
has  been  active  from  the  beginning,  there  is  very  little  doubt 
but  that  the  average  patient  will  by  the  end  of  twenty-four 
hours,  and  most  probably  at  a  somewhat  earlier  period, 
begin  to  show  more  or  less  marked  e\idences  of  exhaustion, 
either  general  or  local,  and  it  is  rather  in  relation  to  these 
signs  than  in  the  relation  to  the  mere  length  of  labor  that 
the  question  of  operation  must  be  decided.  Case  VI.  of  the 
ensuing  list  had  been  in  labor  for  nearly  thirty  hours  at  the 
time  I  first  saw  her,  and  on  this  ground  alone  might  well 
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have  been  classed  as  an  unfavorable  case.  Labor  had, 
however,  been  very  slight  from  the  beginning,  there  were 
no  signs  of  general  exhaustion  present,  the  pulse  was  little, 
if  any,  more  rapid  than  at  the  beginning  of  labor,  and  the 
uterus  was  perfectly  soft  between  contractions;  in  other 
words,  the  patient  was  in  as  good  condition  as  at  the  begin- 
ning of  labor  and  there  was  no  contraindication  to  operation, 
except  the  length  of  labor.  Operation  was  decided  upon  in 
spite  of  the  prolonged  labor,  and  the  patient  made  a  per- 
fectly satisfactory  recovery.  This  is  perhaps  a  somewhat 
exceptional  case  from  the  fact  that  labor  had  had  so  little 
apparent  effect,  and  one  case  is  not  enough  on  which  to  base 
any  definite  conclusions;  but  it  serves  to  illustrate  the  point 
that  prolonged  labor  is  not  enough  in  itself  to  render  a 
patient  necessarily  an  unfavorable  subject  for  an  abdominal 
delivery,  and  that  in  the  absence  of  any  untoward  symptoms 
a  good  result  may'  be  confidently  expected  even  in  those 
who  have  been  in  labor  more  than  the  prescribed  twenty- 
four  hours. 

There  is  one  other  factor  which  must  be  considered  in 
relation  to  Cesarean  section  after  a  prolonged  labor  and 
that  is  the  possibility  of  an  incipient  infection  of  the  uterus 
which  has  not  yet  given  rise  to  symptoms.  If  the  patient 
has  been  subjected  to  an  undue  number  of  vaginal  exami- 
nations, or  if  any  suspicion  attaches  to  the  asepsis  with 
which  these  examinations  have  been  conducted,  the  element 
of  a  possible  uterine  infection  must  be  taken  into  consider- 
ation, and,  if  a  reasonable  doubt  exists,  an  abdominal 
deHvery  must  be  ruled  out  as  an  operation  of  election.  Here, 
too,  it  is  not  a  question  of  an  uncomplicated  prolonged  labor 
which  influences  the  choice  of  operation,  but  the  suspected 
presence  of  one  of  the  definite  contraindications. 

There  is  little  doubt,  however,  but  that  the  average  patient 
who  has  been  in  labor  over  twenty-four  hours  has  ceased 
to  be  a  favorable  case  for  operation  on  account  of  the  super- 
vening conditions ;  and  if  a  rule  has  to  be  made,  the  twentv- 
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four-hour  limit  is  sufficiently  ample,  but  the  length  of  time 
per  se  is  not  an  element  of  danger. 

Intercurrent  Diseases.  It  may  be  laid  down  as  a 
general  principle  that  Cesarean  section  is  not  well  borne 
in  eclampsia  or  in  any  other  intercurrent  disease  which 
tends  to  lower  materially  the  general  power  of  resistance 
of  the  patient. 

Surrounding  Conditions.  There  can  be  no  doubt  but 
that  the  circumstances  under  which  the  patient  is  placed 
and  the  surgical  skill  which  is  at  her  command  should  have 
a  serious  influence  on  the  choice  of  operation.  The  con- 
ditions which  will  do  most  to  ensure  a  favorable  result  are 
those  which  appertain  to  any  first-class  surgical  hospital, 
and  the  more  nearly  the  surroundings  of  the  patient  approx- 
imate these  the  more  favorable  the  outlook.  A  favorable 
result  may,  however,  be  expected  if  the  ordinary  aseptic 
precautions  can  be  observed  during  the  operation,  and  if 
efficient  after-care  can  be  provided.  Unless  these  conditions 
are  fulfilled  the  patient  will  have  a  better  chance  of  recovery 
after  a  difficult  pelvic  delivery  than  after  a  laparotomy. 

In  addition  to  the  patient's  environment  the  operative  skill 
at  her  command  must  be  taken  into  consideration.  It  is 
generally  considered  that  the  Cesarean  section  is  an  operation 
which  requires  great  technical  skill  while  anyone  is  fit  to 
perform  the  most  difficult  obstetric  operations.  As  a  matter 
of  fact,  however,  the  Cesarean  operation  requires  much  less 
technical  knowledge  than  the  ordinary  obstetric  operations, 
and  is  not  to  be  compared  w^th  the  more  difficult  ones,  which 
are  distinctly  specialist  operations.  For  this  reason  a  well- 
equipped  surgeon,  who  is  not  a  trained  obstetrician,  viill  be 
sometimes  justified  in  performing  an  abdominal  delivery  in 
the  face  of  meager  indications,  or  of  what  would  be  contra- 
indications to  a  trained  obstetrician,  and  give  both  of  his 
patients  a  better  chance  than  if  he  attempted  a  difficult 
pelvic  delivery. 

The    ordinary   indication    for    the    performance    of    the 
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Cesarean  section  is  the  presence  of  some  oljstruction  to 
delivery  whether  this  obstruction  be  due  to  pelvic  con- 
traction, to  new-growths  which  encroach  on  the  pelvic 
canal,  or  to  the  excessive  size  of  the  child.  The  obstructive 
indication  has  been  so  thoroughly  discussed  as  to  be  well 
recognized  among  competent  obstetricians,  but  the  impor- 
tance of  its  early  recognition  has  not  yet  been  thoroughly 
impressed  on  the  general  practitioner.  It  is  not  an  uncommon 
thing  to  be  called  to  see  a  patient  in  consultation,  who  has 
been  in  labor  for  from  twenty-four  to  forty-eight  hours  or 
even  longer,  and  who  is  showing  marked  signs  of  exhaustion, 
and  to  have  considerable  difficulty  in  convincing  the  family 
physician  that  the  patient  is  in  no  condition  to  stand  an 
abdominal  delivery  and  that  the  child  must  be  disregarded. 
The  old-fashioned  teaching  is  still  in  the  ascendant  among 
the  average  general  practitioners  not  to  interfere  with  nature 
even  to  learn  when  she  is  not  doing  her  work  properly  until 
the  failure  of  the  patient's  condition  forces  some  action. 
The  position  of  the  consultant  in  these  cases  is  a  most 
difficult  one,  for  he  must  bear  the  burden  imposed  by  the 
ignorance  of  the  attendant  and  do  what  he  can  to  save  one 
or  both  patients,  with  the  knowledge  that  an  early  diagnosis 
would  have  made  his  task  an  easy  one.  This  condition  is 
certainly  a  deplorable  one  and  calls  for  constant  effort  to 
overcome  the  traditions  of  obstetrics,  which  can  only  be 
accomplished  by  time.  Craniotomy  on  Hving  children  and 
symphysiotomy  should  be  obsolete  operations,  but  until  the 
patients  with  obstruction  to  deliveiy  are  recognized  early 
they  must  have  a  definite  place  in  operative  obstetrics. 

The  discussion  of  the  various  conditions  which  are  included 
in  the  obstructive  indications  is  too  extensive  to  be  included 
in  this  paper  and  I  propose  to  omit  their  further  consider- 
ation and  to  devote  the  remainder  of  the  paper  to  a  brief 
discussion  of  the  two  obstetric  complications — complete 
placenta  prtevia  and  eclampsia — in  relation  to  the  performance 
of  a  Cesarean  section  in  their  treatment. 

Gyn  Soc  29 
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Placenta  Pilcvia.  The  proper  treatment  of  complete 
placenta  pra?\'ia  is  a  subject  which  has  always  called  forth 
serious  discussion  even  among  expert  obstetricians;  the 
question  as  to  how  far  the  rights  of  the  cliild  may  be  allowed 
to  compromise  the  chances  of  the  mother  being  always  one 
of  great  interest  and  one  which  can  only  be  settled  by  the 
personal  equation  of  the  individual  operator.  Until  quite 
recently  no  other  question  was  raised  than  whether  version 
and  immediate  dehvery  in  the  interests  of  the  child  prejudiced 
the  mother's  chances  to  an  unjustifiable  extent  as  compared 
with  a  version,  traction  on  a  leg  to  tampon  the  os,  and  slow 
delivery,  a  method  which  practically  always  sacrifices  the 
child.  Of  late,  however,  the  performance  of  a  Cesarean 
section  in  cases  of  complete  placenta  prte^-ia  has  found  many 
warm  advocates,  though  it  must  be  admitted  that  these  are 
usually  to  be  found  rather  among  the  general  surgeons  than 
among  the  trained  obstetricians.  The  principal  argument 
of  the  supporters  of  the  abdominal  route  in  the  treatment 
of  placenta  prsevia  is  that  the  mortality  among  the  children 
delivered  by  the  pelvic  route  is  overwhelming  while  the 
maternal  statistics  are  not  perfectly  satisfactory. 

A  careful  study  of  the  reports  published  in  regard  to  the 
results  of  treatment  in  placenta  pra;via  leads  to  certain 
interesting  conclusions,  ^^^len  a  patient  has  been  in  com- 
petent hands  under  careful  observation,  the  diagnosis  is 
almost  invariably  made  early  as  soon  as  the  initial  hemor- 
rhage has  called  attention  to  the  possibiUty  of  placenta 
prEe\na,  and  immediate  delivery  is  instituted  with  almost 
uniformly  good  results  as  far  as  the  mother  is  concerned, 
and  much  better  results  as  regards  the  child  than  the  pub- 
hshed  statistics  of  cases  in  general  point  to.  When  the 
diagnosis  is  not  made  early  and  the  \dtality  of  both  patients 
has  been  sapped  by  recurring  hemorrhages,  the  results  are 
naturally  very  much  worse. 

The  question  to  be  decided  is  whether  an  abdominal 
delivery  offers  a  better  chance  for  either  patient  than  a 
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pel\no  delivery-  If  the  operation  is  performed  early  with 
the  patient  in  good  condition,  the  result  as  far  as  the  mother 
is  concerned  will  not  be  materially  different  no  matter  which 
route  is  preferred,  providing  the  operator  is  competent;  but 
the  abdominal  route  certainly  offers  no  advantages  for  the 
mother  and  a  slightly  greater  risk.  As  regards  the  child, 
it  must  be  remembered  that  the  diagnosis  of  the  condition 
is  usually  to  be  made  at  some  part  of  the  eighth  month  and 
that  a  considerable  fetal  mortality  is  inevitable  at  this 
period  of  development,  and  it  is  not  susceptible  of  proof 
at  present  that  the  results  of  abdominal  delivery  will  be  better 
than  those  of  pelvic  delivery  in  cases  where  the  child  is  in 
good  condition  at  the  beginning  of  operation,  and  in  the 
hands  of  a  good  operator. 

If,  however,  the  patient  has  been  allowed  to  have  repeated 
hemorrhages,  the  performance  of  a  Cesarean  section  is 
closely  analogous  to  an  operation  on  a  patient  in  a  state  of 
exhaustion  and  offers  greatly  increased  dangers  to  the  mother 
for  the  sake  of  a  child  whose  \'itality  has  suffered  more  or 
less  seriously  from  the  maternal  loss  of  blood  and  whose 
chances  of  life  are  distinctly  problematical.  It  has  been 
urged  that  Cesarean  section  for  placenta  prasvia  should  be 
considered  as  in  the  same  category  with  abdominal  section 
for  extrauterine  pregnancy;  but  in  the  latter  case  the  hemor- 
rhage can  only  be  safely  reached  and  controlled  by  the 
abdominal  route,  whereas  in  the  former  the  hemorrhage  can 
be  controlled  by  another  operation  which  in  a  large  pro- 
portion of  cases  will  prove  a  safer  one.  It  is  probable, 
however,  that  a  well-equipped  surgeon  who  is  not  a  com- 
petent obstetrician  will  have  better  results  from  an  abdominal 
delivery,  and  in  certain  cases  this  must  influence  the  choice 
of  operation,  although  the  result  ^dll  probably  be  an  increase 
in  the  maternal  mortality  over  what  an  equally  competent 
obstetrician  would  obtain  by  the  pehac  route  without  a 
commensurate  gain  in  the  sa\nng  of  fetal  life. 

There  are,  however,  certain  rare  cases  in  which  Cesarean 
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section  must  be  the  operation  of  election.  When  an  absohite 
pelvic  indication  is  present,  the  complication  of  the  con- 
dition by  complete  placenta  praevia  can  have  no  influence 
on  the  choice  of  operation.  In  the  extremely  rare  cases 
when  the  complete  placenta  praevia  occurs  in  the  presence 
of  such  extreme  rigidity  of  the  cervix  as  to  resist  all  safe 
attempts  at  dilatation,  and  hemorrhage  is  profuse,  the 
abdominal  route  must  be  selected,  but  marked  rigidity  of 
the  cervix  is  very  uncommon  in  placenta  prjevia  and  is  in 
any  case  seldom  found  except  in  primiparae  among  whom 
complete  placenta  previa  is  very  rare. 

Eclampsia.  The  elective  Cesarean  section  is  urged  by 
some  writers  as  an  operation  deserving  a  distinct  place  in 
the  treatment  of  eclampsia  on  the  ground  that  in  certain 
cases  the  mother's  chances  will  be  improved  if  she  is  delivered 
by  a  rapid  abdominal  operation  rather  than  subjected  to  a 
long  and  difficult  pelvic  deUvery.  Halbertsma,  in  1889, 
advocated  its  trial  in  cases  which  presented  such  extreme 
rigidity  of  the  cervix  that  dilatation  was  sure  to  be  very 
tedious  and  difficult  and  attended  by  a  serious  degree  of 
shock,  and  the  subject  has  been  under  more  or  less  constant 
agitation  ever  since,  but  the  results  have  not  been  particularly 
favorable. 

In  accordance  with  the  contraindications  discussed  at  the 
beginning  of  this  paper,  no  patient  who  presents  evidences 
of  a  serious  intercurrent  disease  is  a  favorable  subject  for  a 
Cesarean  section  and  eclampsia  must  certainly  be  considered 
under  that  heading.  Whether  we  agree  with  Stroganoff  that 
eclampsia  is  an  acute  infectious  disease  which  runs  a  self- 
limited  course,  and  advise  purely  expectant  treatment,  unless 
in  the  exceptional  case,  or  adopt  the  more  common  view 
that  it  is  a  toxemia  from  some  unknown  source,  though 
dependent  on  the  pregnant  state,  the  fact  must  be  admitted 
that  an  unnecessary  laparotomy  is  to  be  avoided. 

Stroganoff  reports  58  consecutive  cases  of  eclampsia 
treated    by    purely   medical    treatment   without    mortality. 
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If  we  follow  his  lead  Cesarean  section  need  never  be  con- 
sidered in  the  treatment  of  eclampsia.  My  own  experience 
with  the  Stroganoff  treatment  has  not  been  so  encouraging, 
resulting  in  a  loss  of  4  out  of  12  cases,  or  a  rather  higher 
rate  of  mortality  than  the  average  in  eclampsia  treated  by 
immediate  delivery,  and  I  have  come  to  the  conclusion  that 
in  the  majority  of  cases  immediate  delivery  will  give  the 
best  results,  unless  the  patient  can  be  put  under  efficient 
treatment  from  the  beginning  of  her  s}Taptoms.  Admitting 
that  delivery  is  called  for  in  many  cases,  the  question  is, 
"Is  Cesarean  section  a  justifiable  method  of  treatment?" 
I  have  found  reported  73  cases  of  Cesarean  section  in 
eclampsia  with  39  deaths,  or  approximately  54  per  cent. 

At  first  glance  a  mortahty  such  as  this  would  rule  out  any 
operation,  but  it  must  be  remembered  that  these  were 
desperate  cases  and  the  mortality  would  be  considerable 
under  any  method  of  treatment. 

Personally  I  believe  that  the  absolute  pehnc  indication  is 
the  only  justification  for  abdominal  dehvery  in  eclampsia, 
and  that,  too,  when  labor  has  already  commenced,  or  in 
the  event  of  failure  to  control  the  convulsions  by  purely 
medical  treatment,  when  the  patient  is  not  in  labor. 

In  all  other  cases  I  believe  that  a  pehnc  delivery  is  indi- 
cated even  at  the  expense  of  the  fetal  life.  The  only  justifica- 
tion for  an  abdominal  delivery  that  could  possibly  be  con- 
sidered in  these  cases  is  such  extreme  rigidity  of  the  cervix 
that  dilatation,  even  by  means  of  a  powerful  mechanical 
dilator,  is  so  nearly  impossible  as  to  induce  so  profound  a 
degree  of  shock  that  the  patient-  will  die  as  a  result  of  the 
operation,  and  I  believe  that  the  patient's  chances  will  be 
better  under  purely  medical  treatment,  or  after  multiple 
incision  of  the  cervix  followed  by  delivery,  than  if  she  is 
subjected  to  an  abdominal  delivery,  although  my  conclusions 
are  not  based  on  any  personal  experience. 

Case  I. — ^Irs.  T.  E.,  aged  thirty  years;  American;  married; 
fourth  pregnancy. 
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Personal  History.  First  pregnancy,  INIarch  2,  1895. 
Stillborn  at  term;  high  forceps.  Second  pregnancy,  February 
22,  1896.  Stillborn;  induced  labor  at  seven  months.  Third 
pregnancy,  February  27,  1897.  Stillborn;  induced  labor 
at  seven  months;  high  forceps. 

Pelvic  measurements:  Spines,  22  cm.;  crests,  24  cm.; 
external  conjugate,  \1\  cm.;  estimated  true  conjugate,  9  cm. 

Present  Illness.  Entered  Boston  Ljnng-in  Hospital  Oc- 
tober 15, 1899,  for  Cesarean  section  on  selected  d&te.  Calcu- 
lated date  of  labor  October  20.  Careful  abdominal  and 
general  preparation. 

Operation,  October  17,  1899.  Cesarean  section.  Uterine 
incision  closed  with  silk.  Abdominal  wall  wth  silkworm-gut. 
No  vaginal  drain.     Placenta  found  lying  under  incision. 

Child;  male;  8  pounds.    O.D.P.     Good  condition. 

Convalescence  normal,  except  for  temperature  of  101.5° 
on  third  day.  Relieved  by  removal  of  clots  from  uterus  by 
curet.  Nursed  baby,  which  gained  well.  In  bed  three 
weeks.    ^Mother  and  child  discharged  well. 

Case  II. — Mrs.  F.  S.  M.,  aged  twenty-nine  years;  Ameri- 
can; married;  first  pregnancy.  Referred  by  Dr.  C.  L. 
Scudder. 

Personal  History.    Hip  disease  at  four  years.    Left  hip  stiff. 

Present  Illness.  Last  catamenia  ^lay  4,  1900.  Calculated 
date  of  labor  February  10,  1901. 

Examination  under  ether.  Left  leg  three  inches  shorter 
than  right.      Marked  tilting  of  pelvis. 

Measurements.  Spines,  21  cm.;  crests.  24  cm.  Sym- 
physis deviated  one  inch  to  left  of  median  line.  Non-devel- 
opment of  left  side  of  pelvis,  which  is  perfectly  flat,  on 
internal  examination.  Moderate  exostosis  on  inner  surface 
of  sjinphysis,  and  another  in  region  of  right  sacroiliac 
synchondrosis.  Right  side  of  pehis  slightly  overdeveloped 
and  roomy.  Left  leg  can  be  flexed  to  right  angle,  but  not 
abducted  at  all.  Operative  pehac  delivery  obstructed  by 
stiff  leg. 
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Entered  Baptist  Hospital  February  7,  1901.  Preparation 
started  at  once.  Labor  began  at  6  a.m.,  February  S,  with 
rupture  of  membranes.  Fair  labor  with  dilatation  of  os 
to  two  inches  by  10  A.M.    Head  not  engaged.    Position  O.L. A. 

Operation  10  a.m.  Cesarean  .section.  Uterine  incision 
closed  with  silk.  Abdominal  wall  with  silkworm-gut.  No 
vaginal  drain.  Convalescence  uneventful,  except  for  slight 
phlebitis  on  right  side  during  second  week.  In  bed  four 
weeks.  Discharged  well  one  week  later.  Could  not 
nurse. 

Child,  female;  weight  5  pounds  12  ounces  at  birth.  Fed 
on  modified  milk.     Discharged,  gaining  well. 

Case  HI.— Mrs.  G.  T.  M.,  aged  twenty-eight  years; 
American;  first  pregnancy.  Referred  by  Dr.  Frost,  of 
Brockton. 

Personal  History.  Hip  disease  at  four  years  with  shorten- 
ing of  right  leg  and  loss  of  abduction. 

Present  Illness.  Last  catamenia  January  3,  1901.  Calcu- 
lated date  of  labor  October  10,  1901. 

Examination  under  ether. 

Measurements.  Spines,  22|  cm.;  crests,  22  cm.;  right 
oblique,  19  cm. ;  left  oblique,  18^  cm.  Sjonphysis  deviated 
to  right.  Right  side  of  pelvis  flattened  without  compensatory 
enlargement  of  left  side.  To  enter  Boston  Lying-in  Hospital 
October  6th  for  Cesarean  section. 

Labor  began  September  27,  1901,  at  10  p.m.,  with  rupture 
of  the  membranes. 

Entered  Brockton  Hospital.  Seen  at  6.30  a.m.  September 
28th  after  eight  and  one-half  hours  of  hard  labor.  Os  two- 
thirds  dilated.  No  engagement  of  head  through  considerable 
moulding.  No  signs  of  exhaustion  present.  Position  of 
child  O.L.A. 

Operation.  Cesarean  section.  Uterus  closed  with  silk. 
Abdominal  wall  with  silkworm-gut.  No  vaginal  drain. 
Good  convalescence. 

Child,    male;   81    pounds.      In    good    condition;    nursed. 
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Mother  in  bed  three  weeks.  Both  discharged  well,  Oc- 
tober 25th. 

Case  IV. — Mrs.  A.  H.;  colored;  aged  twenty-seven  years; 
first  pregnancy. 

Entered  Boston  Ljnng-in  Hospital  in  labor  at  8  a.m., 
August  29,  1901,  with  os  one-third  dilated.  Said  to  have 
been  in  labor  twelve  hours. 

Examination.  Head  presentation,  O.L.A.  very  high. 
Membranes  not  ruptured.  Palpation  showed  small  baby. 
Uterus  soft  and  acting  well.  Labor  moderate.  On  account 
of  race  and  small  size  of  child  decided  to  apply  test  of 
labor. 

Measurements.  Crests,  22  cm.;  spines,  21  i  cm.;  external 
conjugate,  17  cm.;  estimated  true  conjugate,  ^h  cm. 

At  3  P.M.  OS  fully  dilatable.  Presenting  part  still  very 
high.  No  apparent  moulding.  Ether  examination  showed 
posterior  fontanelle  closed.  Anterior  fontanelle  very  small. 
No  telescoping  of  bones.  Impossible  to  force  head  into 
pehds.  Cesarean  section  decided  upon.  Emergency  prep- 
aration under  ether. 

Operation.  Cesarean  section.  Uterine  incision  closed 
with  silk.  Abdominal  wall  with  silkworm-gut.  No  vaginal 
drain. 

Normal  convalescence.  Nursed  baby.  In  bed  three  weeks. 
Baby,  female;  weight,  5  pounds  11  ounces.  Head  almost 
completely  ossified.     September  30th,  both  discharged  well. 

Case  V. — Mrs.  N.  B.,  aged  twenty-four  years;  American; 
first  pregnancy.    Referred  by  Dr.  Paine  of  Brockton. 

Personal  History.     Negative. 

Present  Illness.  Last  catamenia  May  20,  1901.  Calcu- 
lated date  of  labor  February  25,  1902. 

Measurements.  Crests,  27  cm.;  spines,  24i  cm.;  external 
conjugate,  17  cm.;  true  conjugate,  8  cm.;  anteroposterior 
diameter  of  outlet,  7  cm.;  bis-ischial  diameter,  1\  cm. 
Perineal  body  practically  absent.  Rectum  separated  from 
vagina  only  by  a  thin  septum.    Cesarean  section  advised. 
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Entered  Boston  Lying-in  Hospital  February  18,  1902. 
Careful  preparation.  Cesarean  section  performed  February 
21st,  before  labor  began.  Uterine  incision  closed  with  silk. 
Abdominal  wall  with  silkworm-gut.  No  vaginal  drain. 
Normal  convalescence.  Nursed  baby.  In  bed  three  weeks. 
Baby,  male;  weight,  7^  pounds,  did  well.  Both  patients 
discharged  well  March  21,  1902. 

Case  VI. — Mrs.  R.  INI.,  married,  aged  thirty-four  years; 
Russian;  first  pregnancy. 

Entered  Boston  Ljang-in  Hospital  September  30,  1902, 
about  noon.  Labor  said  to  have  begun  at  8  a.m.  Pains 
far  apart  and  slight.  No  dilatation.  It  was  thought  that 
she  would  deliver  herself  and  she  was  not  reported. 

Previous  Illness.     Hip  disease  in  childhood;  right  side. 

Examination.  Right  leg  one  inch  short.  Slight  tilting  of 
pelvis.     No  deviation  of  the  symphysis. 

Measurements.  Crests,  26  cm.;  spines,  23^  cm.;  external 
conjugate,  20  cm.;  internal  conjugate,  10  cm.  Narrow 
pubic  arch.     Narrow  outlet.     Bis-ischial  diameter,  7f  cm. 

Transferred  to  my  service  October  1st.  Labor  still  slight. 
Os  1^  inches.  Membranes  unruptured.  Uterus  soft  between 
pains.  E.xamination  under  ether.  Marked  flattening  of  the 
right  side  of  the  pelvis  with  no  compensatory  enlargement 
on  the  left.  Head  presenting  O.D.P.  Free  above  brim. 
Resting  on  and  overlapping  symphysis.  Not  to  be  forced 
into  brim.  Cesarean  section  determined  upon  in  spite  of 
long  labor  (about  twenty-eight  hours).  Emergency  prep- 
aration. 

Operation.  Cesarean  section.  Uterine  incision  closed 
with  silk.  Abdominal  wall  with  silkworm-gut.  No  vaginal 
drain. 

Normal  convalescence.  Nursed  baby.  In  bed  three 
weeks.  Baby,  female;  weight,  7i  pounds.  Both  discharged 
well  October  31st. 

Case  VII. — Mrs.  S.  H.,  married,  aged  twenty-eight  years- 
colored;  third  pregnancy. 
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Personal  History.  First  pregnancy.  Cesarean  section 
after  eighteen-hour  lal^or  by  Dr.  George  Haven,  February 
5,  1895.  Abdominal  wall  broke  down  and  silk  sutures  from 
uterus  were  discharged  through  sinus. 

Second  pregnancy.  Cesarean  section  before  advent  of 
labor  by  Dr.  C.  M.  Green,  March  16,  1901.  Peritoneal 
cavity  not  opened,  being  entirely  shut  off  by  adhesions. 
Good  recovery. 

Present  Illness.  Entered  Boston  Lying-in  Hospital  August 
5,  1903.  Preparation  for  operation  started  at  once.  Labor 
began  at  3  a.m.  August  7th.    Very  sHght  but  painful. 

Operation.  At  9  a.m.,  August  7th.  Cesarean  section. 
General  peritoneal  cavity  not  opened.  Uterus  closed  with 
silk.    Abdomen  with  silkworm-gut.     No  vaginal  drain. 

Normal  convalescence.  Not  enough  milk  to  nurse.  In 
bed  three  weeks.  Baby,  male;  weight,  6  pounds  12  ounces. 
Both  discharged  well. 

Case  "\^IL — Mrs.  M.  D.  B.,  married,  aged  twenty-eight 
years;  Irish;  fourth  pregnancy. 

Personal  History.  First  labor,  breech  extraction;  still- 
born. Second  labor,  high  forceps;  stillborn.  Third  labor, 
miscarriage  at  three  months. 

Present  Illness.  Last  catamenia  November  16,  1902. 
Calculated  date  of  labor  August  23,  1903. 

Measurements.  Crests,  23  cm.;  spines,  22  cm.;  external 
conjugate,  17-1  cm.;  internal  conjugate,  3h  inches. 

Entered  Boston  Lying-in  Hospital  August  17,  1903. 
Careful  abdominal  preparation. 

Operation.  Cesarean  section  August  20,  1903.  Patient 
not  in  labor.  Uterine  incision  closed  with  silk.  Abdominal 
wall  with  silkworm-gut.     No  vaginal  drain. 

Convalescence  normal.  Baby  nursed.  In  bed  three  weeks. 
Baby,  male;  weight,  8  pounds.  Both  discharged  well  Sep- 
tember 20th. 


VAGINAL  CYSTS. 

By  Thomas  S.  Ctjllen,  M.B., 
Baltimore. 


Vaginai,  cysts  have  long  been  recognized  and  accorded  a 
very  thorough  consideration.  Among  the  more  important 
contributions  on  this  subject  are  the  articles  of  Breisky, 
V.  Winckel,  Freund,  Veit,  Stokes,  Gebhard  and  Bandler. 
In  vol.  vii  of  the  Johns  Hopkins  Hospital  Reports  Ernest 
Stokes  gave  a  careful  resum^  of  the  literature  and  reported 
11  cases.  Since  that  time  many  new  specimens  have  been 
received  so  that  the  total  number  examined  at  the  hospital, 
including  those  reported  by  my  colleague,  Stokes,  amounted 
to  53  on  January  1,  1904.  In  order  to  facilitate  a  satisfactory 
consideration  of  the  subject  it  may  be  well  to  speak  briefly 
of  (1)  the  gross  and  histologic  anatomy  of  the  normal  vagina; 

(2)  the  embryonic  structures  that  may  persist  in  the  vagina; 

(3)  changes  in  the  vagina  incident  to  vaginitis  ;  (4)  changes 
due  to  injuries  resulting  from  childbirth;  (5)  alterations  in 
the  vagina  caused  by  perineal  operations;  (6)  the  relation  of 
the  urethra  to  the  vagina. 

1.  The  Normal  Vagina.  The  lining  of  the  cavity  is 
composed  of  several  layers  of  squamous  epithelium,  of  which 
the  more  superficial  near  the  outlet  tend  to  become  horny. 
The  deepest  layer  which  rests  on  the  underlying  stroma, 
consists  of  cells  cuboidal  or  low  cylindric  in  tj'pe.  The 
stroma  is  made  up  of  fibrous  tissue  poor  in  cell  elements, 
but  as  a  rule  with  a  well-developed  blood  supply.  Small 
tufts  of  the  stroma  project  up  into  the  epithelium  producing 
the  so-called  papillae.  The  vaginal  mucosa  resembles  very 
closely  the  normal  skin.  The  pigment  in  the  deep  layers  is, 
however,  usually  wanting. 
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Vaginal  Glands.  The  existence  of  vaginal  glands  has 
been  much  questioned,  but  v.  Preuschen  in  1877  after  a 
careful  examination  of  36  bodies  found  definite  vaginal 
glands  in  4.  The  necks  of  these  glands  are  lined  by  squamous 
epithelium,  while  the  deeper  portions,  which  spread  out  into 
definite  bays,  are  lined  by  cylindric  epithelium  on  which 
cilia  may  be  detected.  Opening  into  the  dilated  glands  are 
little  crypts.  Similar  glands  had  previously  been  noted  in 
1S70  by  Hennig.  In  Path.  No.  955,  where  we  were  dealing 
with  a  small  cyst  6  mm.  in  diameter  and  lined  by  one  layer 
of  cuboidal  epithelium  I  found  a  small  oval  gland  space 
lined  by  one  layer  of  high  cylindric  epithelium  (Fig.  1). 
It  closely  resembled  a  cervical  gland  and  was  surrounded 
by  a  definite  inflammatory  zone. 

We  were  unable  to  tell  whether  the  cyst  was  situated  in 
the  anterior  or  posterior  vaginal  wall. 

In  Path.  No.  5593  there  was  a  complete  tear  of  the  per- 
ineum and  situated  in  scar  tissue  were  two  minute  vaginal 
cysts  lined  by  squamous  epithelium.  In  the  vicinity  could 
be  seen  an  almost  circular  nest  of  cells  with  oval  vesicular 
nuclei.  In  this  mass  of  cells  were  two  definite  gland  spaces 
around  which  the  cells  appeared  to  be  cuboidal  or  low 
cylindric  in  t^^pe.  We  were  at  a  loss  to  explain  the  presence 
of  this  group  of  cells,  particularly  as  they  were  situated  in 
the  posterior  vaginal  wall,  where  a  complete  tear  existed. 
They  were  too  far  away  from  the  rectum  and  surrounded  by 
too  broad  a  zone  of  fibrous  tissue  to  have  originated  in  any 
way  from  the  bowel.  Furthermore,  their  appearance  did  not 
suggest  any  relationship  to  rectal  epithelium. 

From  the  foregoing  there  seems  to  be  no  doubt  that  vaginal 
glands  exist  in  a  moderate  percentage  of  patients. 

2.  Embryonic  Structures  that  aut  Persist  in  the 
Vagina. 

(a)  Gartner's  duct. 

(b)  Remains  of  Miiller's  duct. 

(c)  Misplaced  ureter. 


A  vaginal  gland.      (Magnified  10  diameters.) 

Gyn.  Path.  No.  955.  Lying  beneath  the  slightly  atrophic  mucosa  is  a 
vaginal  cyst,  6  mm.  in  diameter.  Immediately  beneath  the  vaginal  epithelium 
is  a  small  gland.  This  was  lined  by  liigh  cylindric  epithelium  resembling 
that  of  a  cervical  gland.  The  dark  areas  (a)  represent  small  masses  of  normal 
vaginal  epif helium. 
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A  schematic  illustration  of  the  formation  of  the  uterus,  the  tubes,  and  the  vagina,  and  of  the 
relation  of  the  Wolffian  and  Gartner's  ducts  to  the  broad  ligament,  uterus,  and  vagina. 

Tlie  outer  portions  of  Miiller's  ducts  form  the  Fallopian  tubes.  The  middle  portions 
imite  to  form  the  uterus  and  the  distal  portions  form  the  vagina.  In  the  broad  ligament 
between  the  tube  and  o\arv  we  see  the  epoophoron,  or  parovarium,  composed  of  many 
corkscrew-shaped  tubules  and  communicating  along  the  upper  extremities  with  the  col- 
lecting duct.  They  represent  the  tubules  of  the  upper  part  of  the  Wolffian  body.  Lying 
embedded  at  the  inner  side  of  the  hilum  of  the  ovary  are  fragments  of  tubules  and  glomeruli 
of  the  upper  part  of  the  Wolffian  body.  In  the  dra^ving  Gartner's  duct  can  be  traced 
obliquely  down  through  the  broad  ligament  into  the  uterus  near  the  internal  os.  It  can 
be  followed  through  the  outer  portion  of  the  cervix  to  the  \-agina.  As  a  rule,  the  vaginal, 
uterine,  and  inner  broatl  I'gament  portions  disappear. 
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(o)  Persistence  of  Gartner's  Duct.  In  the  embryo  remains 
of  the  Wolffian  body  are  recognized  as  the  parovarian  tubules 
situated  between  the  tube  and  ovary.  The  duct  is  continued 
downward  through  the  broad  ligament  along  the  side  of  or 
in  the  substance  of  the  uterus  as  Gartner's  duct.  It  lies  in 
the  substance  of  the  cervix  near  its  outer  side  and  then 
extends  down  the  anterior  or  lateral  wall  of  the  vagina 
nearly  to  the  outlet  (Fig.  2). 

Although  it  is  sometimes  possible  to  trace  the  duct  nearly 
its  entire  length  in  the  human  being,  as  a '  rule  only  the 
upper  portion  is  visible  and  this  in  time  usually  disappears. 
The  structure  is  best  studied  in  the  cow,  as  in  this  animal 
the  duct  is  easily  traced.  Bland  Sutton  gives  a  very  good 
illustration  of  Gartner's  duct  extending  down  the  side  of 
the  cervix  and  in  the  lateral  wall  of  the  vagina,  forming  two 
distinct  cystic  dilatations. 

Remnantsof  Gartner's  ductare  sometimes  recognized  as  one 
or  more  disconnected  segments  following  the  usual  course  of 
the  duct  along  the  lateral  wall  or  roof  of  the  vagina  to  the 
cervix.  In  some  instances  it  has  been  possible  to  trace  the 
duct  from  the  vagina  up  to  the  parovarium.  In  other  words, 
in  these  cases  it  was  patent  for  its  entire  length. 

A  cross-section  of  the  duct  will  show  an  outer  covering  of 
fibrous  tissue,  a  middle  zone  of  non-striped  muscle  arranged 
longitudinally,  transversely  or  running  in  both  directions  and 
an  inner  lining  of  one  layer  of  cuboidal  or  cylindric  epi- 
thelium. 

(b)  Remains  of  Mailer's  Ducts  in  the  Vagina.  In  some 
instances  Miiller's  ducts  fail  to  meet.  We  then  may  have  two 
uteri  and  two  vaginae.  In  other  cases  the  ducts  are  separate 
in  their  upper  portions  and  partially  unite  at  the  cervix. 

Thus  we  may  have  a  bicornate  uterus  with  two  cervices 
and  two  vaginas  or  a  bicornate  uterus  with  one  cervix  and 
one  vagina.  Other  minor  variations  resulting  from  failure 
of  Miiller's  ducts  to  unite  occur,  but  we  are  here  chiefly  in- 
terested in  a  variety  where  one  uterus  is  fairly  well  developed. 
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while  a  second  is  represented  by  a  rudimentary  cord  or  a 
very  imperfectly  formed  organ.  The  corresponding  vagina 
becomes  fused  with  the  lateral  wall  of  the  well-developed  one. 
Secretions  accumulate  in  this  ruflimentary  vagina  until  it 
resembles  a  cystic  tumor  springing  from  the  lateral  wall  of 
the  vagina  (Fig.  4).  Sometimes  its  accompanying  uterus 
has  been  fairly  well  developed  and  may  communicate  with 
it.  In  these  cases  the  retained  menstrual  flow  distends  the 
blind  vaginal  pouch,  and  when  the  sac  is  opened  it  is  found 
filled  with  a  chocolate-colored  fluid.  Sometimes  the  tension 
becomes  so  great  that  eventually  a  small  opening  forms  and 
the  fluid  escapes  through  the  vagina.  Such  sacs  may  also 
become  infected  before  they  open.  Attention  to  these  rudi- 
mentary vagiufe  situated  in  the  wall  of  a  well-developed 
vagina  was  directed  by  W.  A.  Freund  in  1877.  In  his  paper 
he  reported  several  such  cases.  Kleinwachter  shortly  after 
Freund's  article  reported  similar  instances. 

(c)  Abnormal  Relation  of  the  Ureter  to  the  Vagina.  \Mien 
the  ureter  is  in  its  normal  situation  its  relation  to  the  vagina 
is  not  an  intimate  one,  but  occasionally  a  case  is  met  with 
in  which  in  one  lateral  wall  a  small  cystic  prominence  is 
detected,  from  which  when  opened  an  escape  of  urine  takes 
place.  In  other  rare  instances  a  fistulous  opening  into  the 
lateral  vaginal  wall  has  been  found  through  which  there  was 
a  constant  discharge  of  urine.  Where  any  history  of  injury 
to  the  vagina  is  excluded,  which  could  possibly  have  caused 
a  fistulous  opening  between  the  normal  ureter  and  the  vagina, 
we  are  probably  dealing  with  an  embryonic  abnormality. 
The  latter  alternative  is  more  probable  where  there  is  a 
double  ureter  on  the  one  side.  Broedel  and  others  have 
pointed  out  that  where  two  ureters  and  two  kidneys  exist  on 
one  side  the  ureter  from  the  lower  kidney  is  usually  inserted 
at  the  normal  site,  while  the  one  connected  with  the  upper 
kidney  is  carried  down  farther  with  the  Wolffian  duct  and 
is  inserted  more  medialward  and  nearer  the  inner  urethral 
orifice.     It  would  only  be  necessary  for  this  second  ureter 
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A  cross-section  of  the  uterus  near  the  cervix,  showing  Gartner's  duct  on  each  side 
of  the  uterine  caNaty  (fetus  at  end  of  third  month). 

The  uterine  ca\'ity  is  represented  by  a  long  slit  lined  by  several  layers  of  epithelium. 
Gartner's  ducts  are  situated  well  toward  the  outer  .side  of  the  uterus,  are  circular  and 
lined  by  one  layer  of  cuboidal  epithelium.  The  uterine  muscle  is  not  as  yet  well  differ- 
entiated. 


Fig.  4. 


Rudimentary  vapna  in  the  wall  of  a  well-formed  vagina. 

.\  schematic  illustration  of  a  blind  vaginal  pouch  due  to  imperfect  union  of  MiiUer's 
ducts.  The  left  uterus  is  well  developed  and  its  corresponding  vagina  perfectly  formed. 
The  right  uterus  is  rudimentary  and  its  cer\ncal  portion  is  represented  by  a  solid  cord. 
The  vagina  is  seen  as  a  blind  cystic  pouch.  Such  cavities  may  collapse,  but  if  distended 
contain  quantities  of  exfoliated  squamous  epithelium. 
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Fig.  5. — A  vaginal  cyst  occurring  three  years  after 
repair  of  a  perineal  tear. 
Gyn.  Path.  No.  1504.     This  cyst  contained  clear  fluid  and  was  lined 
by  several  layers  of  squamous  epithelium.     It  was  probably  an  inclu- 
sion cyst. 

FiQ.  6. — Cyst  in  the  anterior  vaginal  wall. 
Gyn.  Path.  No.  640.  Situated  beneath  the  urethra  is  a  translucent 
cyst.  On  being  dissected  out  this  was  found  to  measure  4.5  x  3.5  cm. 
Its  inner  surface  was  smooth  and  glistening  and  it  was  lined  by  one 
layer  of  flat  cells.  This  cyst  was  in  all  probability  a  dilated  portion 
of  a  Gartner's  duct. 
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to  be  carried  down  a  little  farther  to  have  it  open  into  or 
form  a  blind  pouch  in  the  vagina. 

3.  Changes  in  the  Vagina  Incident  to  Vaginitis. 
Adhesive  vaginitis  ocoasionally  occurs,  especially  in  young 
individuals.  Here  as  a  result  of  an  ulcerative  process  or  a 
very  severe  grade  of  inflammation  associated  with  loss  of 
the  vaginal  epithelium  the  vaginal  folds  become  adherent  to 
one  another  producing  blind  pockets.  Such  a  vaginitis  may 
be  due  to  a  general  systemic  infection,  to  gangrene  following 
the  presence  of  a  foreign  body  in  the  vagina  or  to  the  highly 
irritative  urine  where  inflammation  of  the  bladder  exists. 
These  vaginal  occlusions  may  have  a  definite  bearing  on  the 
future  development  of  vaginal  cysts. 

4.  Changes  in  the  Vagina  due  to  Injuries  .a.t  Child- 
birth. The  different  degrees  of  laceration  of  the  perineum 
during  labor  are  well  known.  Sometimes  without  any 
external  laceration  there  may  be  one  or  more  tears  in  the 
mucosa  within  the  outlet.  Again,  there  may  be  a  minor  or 
a  very  extensive  laceration  of  the  entire  perineum.  In  many 
cases  not  only  are  the  tears  deep,  but  the  injury  has  occurred 
in  such  a  manner  that  little  tags  of  mucosa  lie  partially 
detached,  and  during  the  subsequent  healing  of  the  perineum 
these  may  be  turned  in  and  included  between  the  edges  of 
the  wound.  Under  these  circumstances  we  have  squamous 
epithelium  buried  in  the  perineum;  that  is,  lying  in  the 
tissue  from  1  to  5  mm.  beneath  the  surface.  A  similar  fate 
of  the  small  tags  of  mucosa  may  also  follow  even  when  the 
perineum  is  immediately  repaired. 

5.  Alterations  in  the  Continuity  of  the  Vaginal 
Mucosa  Caused  by  Perineal  Operation.  Where  it  is  • 
deemed  advisable  to  repair  the  outlet  some  time  after  labor, 
after  having  mapped  out  a  line  of  denudation  it  is  necessary 
to  remove  a  large  area  of  vaginal  mucosa.  But  if  this  is  cut 
away  piecemeal  instead  of  in  long  strips  or  where  the  field 
of  operation  is  not  kept  perfectly  clear,  small  fragments  of 
the  mucosa  may  be  left  behind. 
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When  the  edges  of  the  wound  are  approximated  these 
islands  of  mucosa  he  more  or  less  deeply  embedded  in  the  un- 
derlying stroma  and  entirely  cut  off  from  the  parent  mucosa. 

6.  The  Relation  of  the  Urethra  to  the  Vagina.  It 
is  very  important  to  have  a  clear  understanding  of  the  relation 
of  the  vagina  to  the  urethra  as  they  are  intimately  associated 
over  a  considerable  distance.  Furthermore,  as  will  be  seen 
later,  certain  cyst-like  dilatations  arising  from  the  floor  of 
the  urethra  should  not  be  confused  with  vaginal  cysts, 
although  at  first  sight  they  may  bear  a  striking  similarity. 
Disse  in  v.  Bardeleben's  Anatomy  has  given  us  a  very  clear 
description  of  the  urethra  which  I  will  quote:  "The  posterior 
wall  of  the  urethra  is  firmly  attached  to  the  anterior  vaginal 
wall  throughout  its  entire  length.  Both  canals  run  parallel 
to  each  other.  The  epithelium  of  the  urethra  is  about  1  mm. 
thick.  The  superficial  layers  of  cells  are  all  composed  of 
squamous  epithelium.  The  cells  of  the  deeper  layers  are 
more  club-shaped.  The  mucosa  is  longitudinally  folded,  and 
as  a  result  club-shaped  and  tubular  depressions  are  produced. 
Some  of  these  are  simple  lacunte,  others  are  glandular  in 
nature  and  secrete  a  colloid  material  wliich  may  in  time 
form  concretions.  The  lacunae  are  found  in  the  entire  length 
of  the  urethra.  The  smaller  ones  are  broad-based  and  open 
by  a  narrow  channel  into  the  urethra.  The  larger  ones  are 
tubular,  push  into  the  propria,  often  branch  and  tend  to 
run  parallel  with  the  surface.  These  are  the  glands  that 
sometimes  produce  the  hardened  secretion.  They  are  termed 
Littr^'s  glands."  On  either  side  of  the  urethra  are  Skene's 
ducts,  which  must  also  be  remembered  in  a  consideration  of 
vaginal  cysts. 

Vaginal  Cysts.  It  is  rather  difficult  to  classify  all  vaginal 
cysts  accurately  according  to  their  origin,  and  the  accompany- 
ing figures  should  be  accepted  only  as  representing  an 
approximate  ratio  of  the  different  varieties  to  each  other. 
I  have  examined  in  all  53  cases,  and  in  a  few  of  these  two 
cysts  were  present  in  the  same  individual. 
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Variety  of  Cysts.  In  26  the  origin  was  clearly  the  result 
of  a  perineal  tear  or  of  a  perineal  operation;  4  seemed  to 
originate  from  vaginal  glands;  11  were  apparently  deriva- 
tives of  Gartner's  duct;  3  were  situated  near  the  external 
orifice  of  the  urethra.  In  9  it  was  impossible  to  determine 
the  mode  of  origin. 

Inclusion  Cysts.  (Those  due  to  small  portions  of  the 
vaginal  mucosa  being  included  in  the  stroma.)  Such  cysts 
are  relatively  small  and  are  naturally  found  in  the  posterior 
or  in  the  lower  lateral  wall  of  the  vagina.  They  are  often 
situated  in  the  scar  tissue  of  an  old  tear  or  may  form  a 
globular  mass  projecting  from  the  posterior  vaginal  wall  and 
covered  by  normal  vaginal  mucosa  (Fig.  5). 

In  our  cases  the  cysts  varied  from  3  mm.  to  2.5  cm.  in 
diameter.  The  smaller  ones  were  yellowish  in  color,  the 
larger  more  whitish  in  appearance. 

The  cyst  walls  vary  from  2  to  4  mm.  in  thickness;  the 
inner  surface  is  smooth.  The  cyst  contents  vary  slightly. 
The  smaller  ones  are  often  completely  filled  with  a  friable 
material  which  gives  a  yellowish  tinge  to  the  cyst.  This 
at  first  sight  slightly  resembles  pus,  but  in  reality  represents 
masses  of  exfoliated  squamous  epithelium. 

On  histologic  examination  the  vaginal  mucosa  over  the  sur- 
face of  the  cyst  is  usually  normal,  but,  as  might  be  surmised, 
over  the  most  prominent  part  it  is  often  slightly  atrophic. 
The  cyst  walls  are  composed  of  fibrous  tissue;  the  inner 
surface  is  lined  by  a  varving  number  of  layers  of  squamous 
epithelium.  Sometimes  there  is  a  uniform  covering  of  from 
two  to  thirty  layers  of  cells,  but  as  a  rule  the  epithelial  lining 
is  very  thick  at  one  part  of  the  cyst  and  thin  at  a  distant 
point.  The  superficial  epithelial  cells  are  often  devoid  of 
nuclei  and  are  filled  with  vacuoles.  The  deepest  layer  is 
usually  cuboidal. 

The  cysts  contain  desquamated  squamous  epithelium, 
detritus,  and  at  times  fat  droplets  and  cholesterin  crystals. 
Where  the  cysts  are  relatively  large   the  cavity  is  often 
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partially  filled  with  clear  fluid.  These  cysts  are  usually 
single,  but  they  may  be  multiple,  as  in  Path.  No.  3321. 
Here  we  had  three  small  irregular  cysts  separated  by  very 
slender  partitions.  They  were  lined  by  from  two  to  eight 
layers  of  squamous  epithelium. 

As  has  been  so  clearly  pointed  out  by  Stokes  and  others, 
little  doubt  remains  that  these  cysts  originate  from  inclusions 
of  the  vaginal  epithelium.  Our  own  observations  fully 
substantiate  this  view.  In  24  out  of  26  of  these  cases  we 
were  able  to  get  a  satisfactory  history  and  in  every  instance 
the  patient  had  a  lacerated  perineum,  and  in  5  out  of  24 
the  perineal  tear  extended  into  the  rectum.  In  every  case 
where  the  site  of  the  cyst  was  noted  it  was  found  either  in 
the  posterior  or  lateral  wall,  usually  in  the  floor  of  the 
perineum. 

In  Path.  No.  2981  I  noticed  a  most  unusual  picture  in  the 
cyst  wall  just  beneath  the  lining  epithelium.  Here  the  fibrous 
tissue  was  very  dense  and  contained  numerous  giant  cells, 
some  with  nuclei  in  the  center  of  the  cell,  others  with  the 
nuclei  arranged  peripherally,  while  the  centers  of  a  few 
contained  large,  faintly  granular  masses.  The  picture  in  no 
way  suggested  tuberculosis. 

Cysts  Probably  Originating  from  Vaginal  Glands.  Cysts 
of  this  origin  are  apparently  less  common.  Three  of  our 
cases  seem  to  fall  under  this  category,  and  possibly  a  fourth. 
In  Path.  No.  2131  A  there  was  a  cyst  6  mm.  in  diameter, 
situated  in  the  scar  tissue  of  an  old  perineal  teaf.  It  was 
lined  by  cuboidal  or  almost  flat  epithelium.  Associated  with 
it  was  a  small  cyst  of  exactly  the  same  size  and  lined  by 
several  layers  of  squamous  epithelium.  The  first  cyst  from 
its  situation  and  epithelial  lining  was  in  all  probability  a 
cystic  vaginal  gland.  In  Path.  No.  2133  B  there  was  also 
a  small  cyst  in  the  posterior  vaginal  sulcus  l^ing  near  the 
scar  in  an  old  perineal  tear  and  lined  by  cuboidal  cells. 
The  cyst  ca\dty  was  partly  filled  with  mucus.  In  this 
case  also  there  was  a  small  accompanying  inclusion  cyst. 
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Path.  No.  2890  affords  another  example  of  a  cystic  vaginal 
gland.  Here  in  the  scar  tissue  of  the  vagina  was  a  cyst 
1.5  cm.  in  diameter  lined  by  very  low  cuboidal  epithelium, 
which  secreted  mucus. 

In  Path.  No.  2930  there  had  been  a  complete  tear  of  the 
perineum.  There  were  two  very  small  vaginal  cysts  lying 
side  by  side  and  lined  by  cuboidal  epithelium.  These  were 
probably  cystic  vaginal  glands,  but  this  is  only  a  surmise,  as 
the  exact  position  of  the  cysts  was  not  given.  In  Path.  Nos. 
2131  A,  2133  B  and  2890  I  think  we  have  a  right  to  assume 
that  the  cysts  were  derived  from  the  vaginal  glands,  since 
with  the  exception  of  the  latter  no  other  cylindric  or  cuboidal 
epithelial  structures  are  found  in  this  region.  Of  course,  it 
might  be  said  that  the  cyst  was  primarily  lined  by  a  squamous 
epithelium  and  that  this  had  exfohated  leaving  only  the 
deepest  layer  of  cuboidal  cells;  but  had  this  been  the  case, 
we  would  still  find  evidence  of  exfoliated  squamous  cells  in 
the  cyst  and  further  we  would  not  have  the  deepest  layer 
of  the  squamous  epithelium  secreting  mucus.  The  most 
convincing  evidence,  however,  is  furnished  by  the  fact  that 
we  have  clear-cut  types  of  two  varieties  of  cysts,  the  inclusion 
cyst  and  that  derived  from  vaginal  glands  lying  side  by  side 
without  any  degenerative  changes  taking  place  in  either  of 
them. 
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[If  the  reader  wishes  further  particulars  about  the  drawings  in  the  text  they  will  in  most  instances 
referring  to  this  table  Gyn.  Path.  No.  955  is  readily  found  in  the  first  column ;  the  chief  clinical 
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features  of  the  case  together  with  the  gross  and  histologic  appearances  of  the  cyst  are  also  given.] 


Cyst    1  Inner 
con-    surface 
tents.  I  of  cyst. 

Condition  of 
overlying 
vaginal 
mucosa. 

Composition  of 
cyst  wall. 

Epithelial  lining 
of  cyst. 

Cyst 

contents 

(microscopic). 

Remarks. 

Creamy 

Slight  thick-  Connective  tissue. 

Squamous  epithe- 

Negative 

yeUow. 

ening  with 
faint  down- 
growths. 

lium,  5  to  30  layers. 

on  slide 
and  cul- 
ture. 

Trans-  Smooth 

Atrophied. 

Connective  tissue ;  ,One  layer  of  flat 

parent.  1    and 

rich  blood  supply; 

epithelium. 

!  glisten- 

small  round-cell 

i    ing. 

infiltration    be- 
neath surface. 

Trans-  Smooth 

Normal.       JFibrous  tissue  and 

One  layer  of  cyUn- 

Stokes- 

parent.  [    and 

non-striped  mus- 

dric epithelium. 

drawing. 

glisten- 

cle  fibres. 

!    ing. 

Trans-  Smooth 

Normal,        Fibrous  tissue:  con- 

One  layer  of  cuboid 

parent. 

thickening 
at  one  point. 

tains  gland  re- 
sembling cervical 
gland  in   lining 
and  secretion  ; 

epithelium. 

is  surrounded  by  ' 

inflammatory  zone ' 

Normal  on 

Fibrous  tissue:  con- jSeveral  layers  of 

Swollen  fatty 

Stokes' 

sides,  total 

siderable  muscle ;  ;  squamous  epithe- 

epithelial  cells. 

drawing. 

absence  over 

small  round-cell 

lium. 

many  polymor- 

prominent 

infiltrat'n  beneath 

phonuclear 

part:  no  evi- 

cyst epithelium. 

leukocytes  and 

dence  01  in- 

small round 

flammation 

cells. 

where  epithe- 

lium is  miss- 

ing. 

Details 

missing. 

Clear 

Very 

No  vaginal 

Fibrous  tissue ; 

One  layer  of  colum- 

Some desqua- 

Stokes' 

fluid. 

small, 
finger- 
like  in- 
growth. 

mucosa. 

small  gland  in 
wall,  lined  by  one 
layer  of  cyllndric 
epitheliurii. 

nar  cells. 

mated  epithe- 
lial cells :  some 
cells  filled  with 
yellow  chrom- 
atin droplets. 

drawing, 

Trans- 

Fibrous tissue : 

Sauamous  enithe- 

parent 

some  small  round- 1  hum  ;  in  places  10 

fluid. 

Atrophy  over 
prominent 

cell  iufiltration  of     to  12  layers:  where 
wall.                         stroma  is  absent 
1  cells  are  swollen 
and  filled  with 
brown  pigment. 
Fibrous  tissue.         Squamous  epithe- 
lium ;  1  to  7  layers 

part,  normal 

in  places,  low 

on  sides. 

cuboid. 

Normal. 

Fibrous  tissue.        One  layer  cuboid 

:  cells. 

Normal. 

Fibrous  tissue:  con- One  layer  high 
voluted  cysts  in    1  cyUndric  :    nu- 

Stokes' 

drawing. 

wall  lined  by  high    cleus  at  base  as  in 

cylindnc    epithe-     cells  from  cervix : 

Mum  :    evidently  [  in  places  cells 

due  to  downward  |  cuboid  :     crypts 

projections  of          present  in  walls. 

crypts.                     1 

Smooth 

Normal. 

Fibrous  tissue.        ilO  to  JO  or  more 

1    and 

1  layers  squamous 

1  glisten - 

epithelium. 

ing. 

Gyn.  Clini- 
patti.  cal 
No.     No. 


Peri- 1  PrevioUB 
perineal 
operation 


5835     28    White.       1 


2981  .  6714     35 


Com- 
plete. 


Thick- 
ness of 
[cyst  wall. 


Right  Bide 
high  up. 


A,  posterior 
r.  side  2  cm. 

B,  within 
vagina  in 
scar  tissue. 

Posterior 
wall  close  to 
scar  in  sulcus 


Eight  vagi- 
nal fornix  to 
right  of  cer- 
vix. 


Right  vagi- 
nal sulcus  in 
scar. 


6  mm. 
6  mm. 


Round. 
Globular. 


Globular, 

side  by 

side. 


Embed'd 
2  mm. 
in  scar 
tissue. 


Cyst 
con- 
tents. 


surface 
of  cyst. 


Dome- 
shaped 
eleva- 
tion 
2X2 
mm. 


Thickened  just  be- 
neath mounds ; 
great  small  round- 
cell  and  polymor- 
phonuclear infil- 
tration with  new 
capillaries  over 
gland-like   space 
lined  by  cylindric 
epithelium  just 
beneath  inner  sur- 
face. 


Thinned  out 
over  promi- 
nent part. 


Normal  but 
atrophic. 


Composition  of 
cyst  wall. 


Fibrous  tissue. 


Fibrous  tissue. 


Fibrous  tissue. 


Epithelial  lining 
of  cyst. 


Cyst 

contents 

(microscopic). 


Some  polymor- 
phonuclear 
leukocytes. 


Over  mounds  lin- 
ing of  from  2  to  20 
or   more  layers 
squamous  epithel- 
ium ;    in   places 
definite  finger-like 
folds  with  gland- 
like depressions, 
one  covered  by  a 
layer  of  perfectly 
cylindric     epi- 
thelium ;   nuclei 
oval   and    near 
base :  between  epi- 
thelial cells,  niono- 
and  polymorpho- 
nuclear  leuko- 
cytes. 

One  layer  cuboid 
or  low  cylindric 
epithelium:  small 
finger-like  In- 
growths covered 
by  cylindric  epi- 
thelium. 

A.  1  layer  cuboid 
or  almost  flat. 

B,  3  to  20  layers 
squamous  epithe- 
lium. 


A,  lined  by  several  I  Desquamated 
layers  of  squamous!  epithelium, 
epithelium. 

B.  apparently  lined  |  Mucus. 
by    cuboid    epi- 
thelium. 

One  layer  cuboid 
epithelium. 


Desquamated 
epithelium. 


Fibrous  tissue. 


One  layer  cylindric 
in  places  cuboid 
epithelium. 


1  Many  layers  squam- 
ous epithelium. 


Fibrous  tissuealong  One  layer  cylindric 
one  side  gathered     epithelium, 
into  little  folds. 


One  layerverylow, 
cuboid    epithe- 
thelium  almost 
flat. 


Just  beneath  cyst 
epithelium  non- 
striped  muscle 


Just  beneath  epi- 
thelium of  cyst 
dense  area  con- 
taining giant  cells, 
some  with  nuclei 
in   center,  others 
in  periphery  ; 
centres  of  some 
contain  a  faintly 
granular  mass. 

Fibrous  tissue. 


Each  cyst  lined  by 
one  layer  cuboid 
epithelium. 


3  to  8  layers  flatten- 
ed squamous  epi- 
thelium. 


1  to  1.5  layers  of 
squamous  epithe- 
lium. 


Partly  filled 

with  squamous 

epithelium, 


Mucus  taking 

hematoxylin 

stain. 


Desquam.  and 
necrotic  epithe- 
lium and  irreg- 
ular masses  of 
granular  ma- 
terial similar 
to  that  found 
in  the  giant 
cells. 


Gyn. 
path. 


White 

or 
black. 


4060 
4079 


7804 
7835 


Peri- 
neal 
tear. 


Previous 
perineal 
operation 


No.of 
cysts. 


San. 
8641 


Com- 
plete. 


Site  of  cysts.       Size, 


Left  lateral 
wall  just 
within  hy- 
men. 

Posterior 
vaginal  wall. 


Post,  wall 
near  outlet 
embedded  in 
fibrous  tissue. 
Left  lateral 
wall  in  scar. 


Cystic 
mass  (of 
o  cysts) 
9  mm. 


Thick- 
ness of 
cyst  wall. 


Slightly 
irregular 
in  outline 


A,  4  mm. 

B,  3  mm. 


Anterior      3x3x4  cm, 
vaginal  wall 
just  within 
hymen. 


3  mm, 

5x2  mm. 


Ant.  vaginal 

wall  under 

urethra. 


Cyst  Inner 
con-  surface 
tents,    of  cyst. 


Condition  of 
OTerljinR 
vaginal 
mucosa. 


Composition  of 
cyst  wall. 


Smooth  Gathered  up  '•  Fibrous  tissue. 

into  folds ; 

deep  layer 
I  pigmented. 
Smooth  I     Normal. 


Epithelial  lining 
of  cyst. 


Cyst 

contents 

(microscopic). 


1  layer  cuboid  or 
flat  epithelium. 


Some- 
what 
irregu- 


A,  yel- 
low. 
B,  clear 

fluid 


Jtist  beneath  cyst  II    layer    cuboid 
lining  two  small  i  ceils,  apparently 
gland-lilie  spaces  ,  2  to  3  layers  in  a 
lined  by  cylindric  [  few  places, 
epithelium. 


Granular  ma- 
terial tjtking 
hematoxylin 
stain. 


Normal  but    Fibrous  tissue, 
atrophied 

over  promi- 
nent part. 

Normal.     'Slight  projections 
of  fibrous  lisstie 
into  cyst  cavities; 
walls  between 
cysts  exceedingly 
delicate. 
Depression  ;  Fibrous  tissue, 
from  v^na 
4  mm.  into 
depth  lined 
by  partly  ma-! 
cerated  squa- 
mous epithe-j 
liumonlysep-j 
arated  from  ' 
cyst  by  6  rows; 
of  connective 
tissue  cells. 


3  to  20  layers  of 
squamous  cells. 


:  2  to  8  layers  of 
I  squamous  epithe- 
'  Hum. 


1  to  7  layers  fairly 
well-defined  squa- 
mous epithelium. 


Thinned  out ; 

groups  of 
small  round 
cells  beneath 
surface  epi- 
thelium. 


I  1  to  20  layers  squa- 
mous epithelium. 

I  I 

'  Dense  fibrous  tis-  Apparently   one 

I  sue.  layer  of  squamous 

i  cells. 

Fibrous  tissue;  par-  A.  1  to  4  layers  of 

tition  between         squamous  cells. 

cysis  very  delicate.  B,  1  layer  cuboid 
cells. 


A.desquamat'd 

epithelium  + 

debris. 


Atrophic  ovei 
prominence 

on  sides 
thrown  uito 
long  tonguft- 

sbaped  folds. 


Fib.  tissue;  definite 
inner  zone  of  non- 
striped  musclerun- 
ning  parallel  to 
cyst:  beneath  inner 
eplthel'm  a  definite 
stroma  in  places : 
cells  are  round  or 
oval,  have  deeply 
staining  nuclei,  re- 
semble stroma  of 
uterine  mucosa. 
Fibrous  tissue. 

Fibrous  tissue. 


Fibrous  tissiie,  here 
and  there  infil- 
trated by  clusters 
^if  small  round 
culls. 


,2to20ormorelayers 
squam.  epith  cells 
stain  more  deeply 
than  usual ;  a  few 
polymorpbonucVr 
leukocytes  betw'n 
epithelial  cells. 

1  layer  of  cuboid 
or  'low  cylindric 
epithelium  cling- 
ing to  inner  sur 
face. 


2  to  7  layers  of 
squamous  cells. 

10  to  30  layers  of 
squamous  epithe- 
lium ;  superficial 
layers  disinteg- 
rated. 

1  layer  of  cuboid 
or  almost  flat  cells. 


A  few  mono- 
and  polymor- 
phonuclear 
leukocytes. 


Desquamated 

epithelium, 

debris,  and 

large  droplets, 

apparently  fat. 


Qyn. 
path. 
No. 

Clini- 
cal 
No. 

Age 

White 

or 
black. 

5037 

8846 

50 

White. 

504S 

8851 

38 

■■ 

5058 

1194 
San. 

" 

5191 

9028 

31 

■' 

5450 

San. 

" 

6509 

9314 

25 

" 

5593 

San. 

" 

5792 

9596 

26 

.. 

5793 

9595 

28 

" 

5819 

9621 

32 

•■ 

6274 

Speci- 
men. 

6290 

San. 

White. 

6536 

San. 

■■ 

2380 

6118 

35 

" 

Speci- 
men. 

2872 

Speci- 
men. 

Peri- 
neal 
tear. 


Previous 
perineal 
operation 


No.of 
cysts. 


Com- 
plete. 


Com- 
plete. 

Com- 
plete. 


Com- 
plete. 


Com- 
plete. 


Posterior 
vaginal  wall. 


Size. 

7x8  mm. 
3  mm. 
5  mm. 


Posterior 
vaginal  wall. 


In  left  poste- 
rior wall  em- 
bedded in 
deep  scar. 


5  mm. 
3  mm. 


1  cm. 
1  cm. 


Thick- 
ness of 
cyst  wall. 


Round. 
Round. 


Ant.  vaginal 

wall  under 

urethra. 


•Cyst 
con- 
tents. 

Inner 
surface 
of  cyst. 

Condition  of 
overlying 
vaginal 
mucosa. 

Composition  of 
cyst  wall. 

Epithelial  lining 
of  cyst. 

Cyst 

contents 

(microscopic). 

Remarks. 

Normal. 
Normal. 
Normal. 

Fibrous  tissue. 

Fibrous  tissue  with- 
in bloodvessels. 

Fibrous  tissue. 

Fibrous  tissue. 
Fibrous  tissue. 

Fibrous  tissue; 
small  circular 
clumps  of  epithe- 
lium ;  near  center 
twodefinite  glands 
lined  by  cylindric 
epithelium. 
Fibrous  tissue. 

Fibrous  tissue. 
Fibrous  tissue. 

Fibrous  tissue;  con- 
tains irregular 
gland-like  spaces 
lined  by  very  high 
cylindric   epithe- 
Uum  secreting  mu- 
cus; mostof  glands 
open  into  1  cavity. 
Fibrous  tissue. 

1  layer  of  almost 
flat   cells,  cuboid 
type. 

2  to  7  layers  of 
squamous  epithe- 
lium. 

3  to  S  layers  of 
squamous  epithe- 
lium. 

4  to  6  layers  of 
squamous  epithe- 
lium. 

2  to  4  layers  ill- 
defined  squamous 
epithelium. 

2  to  10  layers  of 
squamous  epithe- 
Uum. 

Many  layers  squa- 
mous epithelium ; 
polymorphonu- 
clear leukocytes 
between  epithelial 
cells. 

Apparently  cu- 
boid   or    almost 
flat  epithelium. 

3  to  10  layers  of 
squamous  eiiithe- 
lium  ;  superficial 
layers  degenerat'd 
— contain  large 
vacuoles. 

2  to  8  layers  of 
squamous  epithe- 
lium ;  superficial 
layers  almost 
colorless :  vacuo- 
lated. 

Single  layer  col- 
umnar cells. 

1   layer  of  high 
cylindric  epithe- 
lium and  a  few 
gland-like  spaces 
at  irregular  inter- 
vals just  beneath 
cyet  cavity. 

Filled  with 
desquamated 
epithelium. 

Granular  de- 
tritus. 

Filled  with 
desquamated 
epithelium  and 
polymorphonu- 
clear leuko- 
cytes. 

Normal. 

Atrophic  but 
normal. 

Normal. 

aear 
fluid. 

Yellow 

and 
opaque. 

Yellow 

and 
opaque. 

inclusion 
cyst,  also 

well- 
defined 
vaginl 
glands. 

Normal. 

Smooth 

Normal. 

Normal. 

Normal. 
Normal. 

Normal. 

May  have 
developed 

from 

urethral 

glands  or 

Skene's 

ducts. 

Partiallv  filled 

Clear 
yellow. 

crated  squamous      with  desqua- 

epithelium.               mated  epith. 
and  crystals. 
1  layer  columnar 

or  cuboid  cells. 

\ 
1  layer  columnar  j 

epithelium  :  oval  i 

nuclei  near  bottom! 

of  cell;  protoplasm  1 

takes  hematoxylin  i 

stain. 

Fibrous  tissue. 

3-8  or  9  layers,  the 
superflc.layer  high 
cylindric    resting 
on  flattened  deeply 
staining  cells;  the 
cylindric  cells  bear 
resemblance  to  cer- 
vical epithelium. 
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Cysts  of  Gartner's  Duct.  As  has  already  been  pointed  out, 
in  the  fetus  Gartner's  duct  may  in  some  instances  pass  from 
the  parovarium  down  the  side  of  or  in  the  substance  of  the 
uterus  to  the  cervix,  and  thence  obhquely  downward  and 
inward  to  the  hymen  (Fig.  2).  In  the  vagina  its  course  may 
run  just  to  the  side  of  the  urethra  or  in  the  lateral  wall  of 
the  vagina.  We  also  know  that  while  in  the  majority  of 
cases  this  duct  disappears,  in  a  few  instances  isolated  portions 
persist  in  adult  Ufe.  Such  isolated  links  of  the  persisting 
duct  may  as  a  result  of  accumulated  secretions  become  cystic. 
Numerous  such  examples  are  on  record.  If  only  one  segment 
of  the  duct  persist,  a  single  cyst  develops,  but  should  five  or 
six  be  present,  we  may  have  a  corresponding  number  of 
cysts,  which,  as  we  should  naturally  suppose,  occur  in  a 
single  row. 

The  cysts  may  be  exceedingly  small,  but  as  a  rule  reach 
several  centimeters  in  diameter.  In  rare  instances  they 
almost  completely  block  the  vagina.  They  naturally  have 
an  outer  covering  of  vaginal  mucosa  which  over  the  most 
prominent  part  may  be  atrophic.  The  cyst  walls  are  usually 
not  more  than  1  or  2  mm.  in  thickness.  The  inner  surface  of 
the  cyst  may  be  perfectly  circular,  but  is  frequently  oblong, 
and  now  and  then  a  cyst  is  met  with  in  which  there  is  a  small 
stem,  as  it  were,  leading  off  from  the  main  cyst.  Such  a 
finding  would  demonstrate  fairly  conclusively  that  a  portion 
of  the  duct  has  not  \ielded  so  readily  to  the  process  of 
dilatation. 

The  inner  surface  of  the  cyst  may  be  perfectly  smooth 
along  its  convex  vaginal  surface,  and  yet  present  a  definite 
undulating  surface  on  the  opposite  or  fixed  side,  showing 
clearly  an  unequal  dilatation  and  differing  thus  from  an 
ordinary  cyst. 

Occasionally  we  meet  with  an  oblong  cyst,  as  in  Path. 
No.  1775,  where  the  tumor  measured  8x5  cm.  The  inner 
surface  presented  a  definite  wavy  appearance,  being  gathered 
up  into  large  and  small  folds. 
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The  cysts  are  invariably  translucent  and  contain  a  clear 
straw-colored  or  pale  fluid.  In  all  of  our  cases  a  dilatation 
of  a  portion  of  Gartner's  duct  appears  to  have  been  respon- 
sible for  the  cyst.  In  ten  of  these  the  position  of  the  cyst 
was  ascertained.  In  the  remaining  one  the  anatomic  pecu- 
liarities afforded  a  sufficient  clue  for  the  diagnosis.  The 
most  common  situation  was  in  the  anterior  vaginal  wall  just 
behind  the  urethral  orifice. 

As  regards  our  10  cases  the  distribution  was  as  follows: 
In  the  anterior  vaginal  wall  near  the  urethra,  6  cases. 
In  the  right  lateral  vaginal  wall,  1  case. 
In  the  left  vaginal  wall,  1  case. 
In  the  right  vaginal  fornix,  1  case. 
In  the  left  vaginal  fornix,  1  case. 

Where  the  cyst  is  situated  in  the  vaginal  fornix  the  walls 
are  liable  to  be  considerably  thicker  as  the  duct  lies  more 
deeply  embedded  in  the  tissue. 

The  cyst  walls  proper  are  composed  of  fibrous  tissue; 
sometimes  intermingled  with  these  are  bundles  of  non- 
striped  muscle  fiber.  They  were  demonstrated  in  two  of 
our  cases.  Where  the  cyst  is  small  it  is  often  possible  to 
make  them  out,  but  in  those  of  large  size  the  muscle  is  so 
spread  out  that  sections  from  various  portions  of  the  wall 
often  fail  to  reveal  it  although  at  other  points  it  may  be 
present.  The  inner  surface  of  the  cyst  is  lined  by  one  layer 
of  cyhndric  cuboidal  or  almost  flat  epithelium. 

In  the  majority  of  our  cases  the  epithelial  lining  consisted 
of  cuboidal  cells,  in  3  cases  of  cylindric  and  in  1  of  flat  cells. 

A  Very  Unusual  Cyst  Occurring  High  Up  in  the  Vaginal 
Fornix.  Path.  No.  1850  must,  I  think,  be  included  under 
those  probably  arising  from  Gartner's  duct  on  account  of  its 
location — the  right  vaginal  fornix.  It,  however,  presents  a 
most  unusual  histologic  picture. 

The  cyst  was  1  cm.  in  diameter  with  walls  5  ram.  thick. 
Projecting  from  its  inner  surface  were  dome-shaped  elevations 
fully  2  mm.  in  length. 
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The  vaginal  mucosa  over  the  cyst  is  atrophic  but  normal. 
The  walls  are  composed  of  fibrous  tissue.  The  dome-like 
elevations  are  newly  formed,  consisting  of  small  round  cells 
and  many  young  capillaries.  This  tissue  is  permeated  by 
polymorphonuclear  leukocytes.  Just  beneath  the  inner 
surface  is  a  well-defined  gland-like  space  lined  by  cylindric 
epithelium. 

The  hning  of  the  cyst  varies  much  in  different  places. 
Over  the  dome-shaped  elevations  are  from  two  to  twenty 
layers  of  squamous  epithehum.  At  other  points  are  definite 
finger-like  folds  with  gland-like  depressions  between  them. 
The  folds  and  the  clefts  between  them  are  lined  by  one  layer 
of  cylindric  or  cuboidal  epithelium  and  have  oval  nuclei 
situated  near  the  base  of  the  cell.  A  slight  inflammatory 
change  is  e\'ident,  as  polymorphonuclear  leukocytes  and 
small  round  cells  are  seen  between  the  epithelial  cells. 

While  this  case  is  in  all  probability  rightly  cla.ssed  with 
those  having  their  origin  from  Gartner's  duct,  the  histologic 
picture  is  certainly  difficult  of  explanation.  This  cyst  gives 
no  evidence  whatever  of  malignancy.  Such  gland-like  spaces 
may,  however,  account  for  the  occasional  primary  adeno- 
carcinomata  that  develop  in  the  vagina.  In  rare  instances, 
as  pointed  out  by  Veit  and  mentioned  elsewhere,  Gartner's 
duct  is  patent  all  the  way  from  the  parovarium  to  the  vagina. 
Cystic  dilatation  of  the  entire  duct  occasionally  occurs,  and 
as  a  result  we  then  have  a  vaginal  cyst  filled  with  clear  fluid 
and  extending  up  along  the  side  of  the  uterus  to  the  paro- 
varium. Tliis  might  very  well  be  termed  a  vaginoparovarian 
cyst.  When  of  moderate  size  it  will  occupy  one  side  of  the 
vagina,  but  when  very  large,  it  will  occupy  not  only  the 
lateral  wall  but  also  encroach  on  the  anterior  and  posterior 
surfaces  of  the  vagina.  The  cyst  contents  are  usually  clear 
and  watery,  but  if  there  has  been  hemorrhage  into  the  cavity, 
they  are  chocolate-colored.  At  times  these  cysts  are  only 
partially  filled  with  fluid.  Accordingly,  if  pressure  be  exerted 
on  the  vaginal  portion  it  collapses,  the  parovarian  segment 
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meantime  becoming  tense.  On  the  other  hand,  if  pressure 
be  made  over  the  parovarium,  the  tumor  mass  in  this  situa- 
tion disappears  and  the  vaginal  portion  becomes  distended. 
In  none  of  our  cases  did  we  find  evidence  of  a  patent  Gart- 
ner's duct. 

Vaginal  Cysis  Possibly  Arising  from  Urethral  Glands.  If 
vaginal  cysts  ever  owe  their  origin  to  urethral  glands,  such 
a  condition  is  of  very  rare  occurrence.  The  possibility, 
however,  cannot  be  excluded;  in  fact,  in  two  of  our  cases 
various  histologic  appearances  would  justify  the  supposition 
that  the  tissue  is  very  similar  to,  if  not  identical  with,  that 
of  the  urethra.  In  Path.  No.  2870  we  have  a  cyst  1  x  0.5  cm., 
oval  in  form.  The  overlying  vaginal  mucosa  is  normal. 
The  cyst  walls  are  composed  of  fibrous  tissue.  The  epithelial 
lining  of  the  cyst  presents  a  most  unusual  picture.  It  consists 
of  from  three  to  eight  layers.  The  superficial  layer  is  cylin- 
dric  and  rests  on  the  underlying  layers  of  flattened  and 
deeply  staining  cells.  The  general  arrangement  of  the 
epithelium  simulates  that  found  in  the  urethra. 

In  Path.  No.  1502  we  have  a  cyst  1  x  1.5  cm.,  in  the 
anterior  vaginal  wall  just  within  the  hymen  and  to  the  right 
of  the  urethra.  It  is  filled  with  clear  fluid  and  has  a  delicate 
finger-like  ingrowth.  The  cyst  lining  is  composed  of  one 
layer  of  cylindric  ciliated  epithelium. 

In  the  cyst  wall  is  a  definite  gland  space  lined  by  high 
cylindric  ciliated  epithelium.  It  is  just  possible  that  in  this 
case  the  cyst  owes  its  origin  to  urethral  elements.  An 
origin  from  Gartner's  duct  can,  however,  equally  well  be 
claimed. 

Although  in  both  of  these  cases  the  features  in  the  main 
would  suggest  their  origin  from  urethral  structures,  the 
connecting  link,  namely,  the  direct  continuity  with  the 
urethra,  is  wanting. 

Unclassified  Vaginal  Cysts.  In  nine  of  our  cases,  owing 
to  lack  of  clinical  details,  it  was  impossible  to  venture  a  classifi- 
cation with  any  degree  of  certainty.     In  Path.  Nos.  1470, 
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4060,  5792,  6274,  and  2442  little  is  known  of  the  clinical 
history.  Path.  No.  955  looked  very  much  like  a  cystic  dila- 
tation of  a  Gartner's  duct.  The  cavity  was  lined  by  one 
layer  of  cuboidal  epithelium. 

In  Path.  No.  2010  the  small  cyst  had  a  finger-like  ingrowth 
and  was  lined  by  one  layer  of  cylindric  epithelium.  It 
probably  also  represented  a  dilated  segment  of  the  duct. 
Path.  No.  5037  appeared  to  have  a  similar  origin. 

In  Path.  No.  4079  B  the  small  cyst  was  lined  by  one  layer 
of  cuboidal  epithelium  and  lay  in  close  contact  with  an 
inclusion  cyst.  In  all  probability  it  was  a  dilated  vaginal 
gland. 

Gas  Cysts  in  the  Vagina.  Various  names,  such  as  colpo- 
hyperplasia cystica  and  colpitis  emphysematosa,  have  been 
applied  to  this  affection,  which  has  been  accurately  described 
by  V.  Winckel.  This  condition  is  usually  associated  with 
pregnancy  and  consists  of  small  cystic  dilatations  occurring 
usually  in  the  submucosa,  but  occasionally  in  the  epithelium 
itself.  On  puncturing  the  cyst  there  is  a  report  with  the 
escape  of  gas  and  the  cyst  collapses.  Such  cysts  only  last 
for  a  short  time  and  then  disappear. 

von  Winckel  in  1886  reported  three  observations  in  pregnant 
women.  In  a  space  that  could  be  covered  by  a  dollar  he 
found  fifteen  to  twenty  cysts.  All  were  superficial  and  trans- 
parent. The  mucosa  in  which  these  were  embedded  was 
hj-peremic  and  succulent  and  the  cysts  were  filled  with  gas. 
On  puncture  there  was  a  loud  noise  with  an  escape  of  gas. 
C.  Braun  in  1861  recorded  similar  instances.  According  to 
Eisenlohr  the  cause  of  this  disease  must  be  a  gas-producing 
micro-organism  which  stretches  the  lymph  vessels  and  forces 
the  lymph  and  organisms  into  the  surrounding  tissue. 
According  to  Strauss,  as  quoted  by  Veit,  the  cysts  were 
usually  surrounded  by  connective  tissue,  rarely  by  epithelium. 
Their  occurrence  seems  to  be  analogous  to  that  of  gas  cysts 
in  the  liver  and  other  organs,  and  we  should  not  be  surprised 
if  in  the  near  future  Welch's  B.  aerogenes  capsulatus  should 
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be  proved  to  be  the  causative  factor.  No  treatment  is  neces- 
sary, as  the  cysts  are  of  short  duration. 

Echinococcus  Cysts.  In  countries  in  which  the  echino- 
coccus  is  prevalent,  cysts  may  develop  in  the  tissue  between 
the  rectum  and  vagina.  They  may  project  into  the  vagina 
and  resemble  vaginal  cysts.  If  a  doubt  as  to  their  nature 
exists,  a  careful  microscopic  examination  of  the  cyst  contents 
or  of  its  wall  will  render  the  diagnosis  clear. 

Clinical  History  of  Vaginal  Cysts.  All  of  the  cysts  in  our 
cases  were  relatively  small,  and  naturally  gave  rise  to  no 
symptoms  whatever.  In  fact,  they  were  detected  during 
examinations  for  some  other  trouble  or,  as  in  case  of  inclusion 
cysts,  during  operations  for  perineal  tears.  Undoubtedly 
many  of  the  smaller  cysts  are  overlooked  as  in  the  ordinary 
routine  laboratory  examination  we  have  found  some  of 
which  no  account  had  appeared  in  the  clinical  report.  Cysts 
6  to  8  cm.  in  diameter  partially  block  up  the  vagina  and 
may  interfere  with  coitus.  If  situated  in  the  posterior 
wall  they  may  roll  the  pelvic  floor  out  in  such  a  manner 
that  at  first  sight  prolapsus  of  the  vagina  may  be  diag- 
nosed. 

Cysts  of  the  posterior  wall  have,  in  a  few  instances,  formed 
effectual  barriers  to  delivery.  In  Peters'  case,  for  example, 
the  cyst  contained  about  one  pound  of  clear  fluid,  and  had 
to  be  evacuated  with  the  trocar  before  labor  could  proceed 
normally. 

In  the  case  of  a  vaginoparovarian  cyst  which  is  not  full 
mere  pressure  is  sufficient  to  remove  the  obstruction,  the 
fluid  passing  up  to  the  parovarium  and  the  vaginal  portion 
collapsing  like  a  flaccid  pouch. 

Vaginal  cysts  in  the  posterior  wall  may  have  to  be  differ- 
entiated from  an  abscess  in  the  rectovaginal  septum.  The 
cysts  are  not  tender.  Abscesses  are  painful,  of  rapid  develop- 
ment and  are  accompanied  by  fever.  In  the  lateral  wall  a 
vaginal  cyst  may  be  mistaken  for  a  blind  vagina.  The  thick 
walls  of  the  occluded  and  imperfectly  developed  vagina  and 
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the  fact  that  the  uterus  is  imperfectly  developed  will  usually 
suffice  to  render  the  diagnosis  clear. 

A  suburethral  abscess  may  bear  a  striking  resemblance  to 
a  vaginal  cyst.  In  this  case,  however,  pressure  on  the  abscess 
will  be  followed  by  an  escape  of  pus  from  the  urethra  and 
by  collapse  of  the  sac. 

Treatment.  The  smaller  cysts  are  excised  and  the 
resultant  cavity  is  sutured.  Where  it  is  somewhat  large  and 
removal  is  difficult,  half  or  three-quarters  of  the  cyst,  accord- 
ing to  circumstances,  may  be  cut  off,  and  the  edge  of  the 
vagina  united  with  that  of  the  cyst  on  all  sides.  The  remain- 
ing portion  of  the  cyst  thus  becomes  a  part  of  the  vagina  and 
gradually  unfolds  until  it  is  scarcely  recognized.  Where  the 
cyst  is  of  the  vaginoparovarian  type  drainage  or  a  combined 
abdominal  and  vaginal  removal  may  be  necessary.  It  is, 
however,  seldom  wise  to  resort  to  an  abdominal  operation, 
unless  there  are  pressure  symptoms  or  the  cyst  is  very  an- 
noying. A  small  dilated  blind  ureter  must  always  be  borne 
in  mind  when  removal  of  cysts  in  the  lateral  •  or  anterior 
wall  is  contemplated. 
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IN   MEMORIAM. 


GEORGE  J.  ENGELMANN,  A.M.,  M.D. 

Died  Novembeu  16,  1903. 


Bv  Joseph  Taber  Johnson,  M.D., 
Washington,  D.  C. 


Dr.  George  Julius  Engelmann  is  dead. 

He  was  the  youngest  of  the  founders  of  our  Society.  It  is 
with  unusual  sadness  that  we  record  his  sudden,  untimely,  and 
deplorable  taking  off. 

In  his  death  the  American  G3'necological  Society  loses  one 
of  its  brightest  lights,  and  each  of  its  fellows  a  genial  friend. 
There  was  a  charm  and  a  warmth  about  Engelmann's  friend- 
ship which  those  of  us  who  knew  him  from  the  beginning  can 
never  forget.  He  loved  the  Society  and  we  all  loved  him.  He 
was  rarely,  if  ever,  absent  from  its  meetings,  and  his  voice  was 
frequently  heard  urging  a  high  standard  in  our  business  and 
scientific  discussions.  He  was  particularly  solicitous  during 
the  last  decade  that  our  Society  should  be  largely  represented 
in  the  International  Congress  of  G}Tiecology  and  Obstetrics, 
where  he  took  great  pride  in  the  participation  of  its  Fellows. 
His  acquaintance  among  European  gynecologists  and  obstet- 
ricians was  unusually  large,  and  he  frequently  included  a 
trip  abroad  in  his  summer  vacation. 

I  take  pleasure  in  quoting  from  Professor  La  Lovre,  who 
published  a  sketch  of  Engelmann's  life  in  La  Clinica  Obstetrica 
shortly  after  the  last  Congress  of  Obstetrics  and  Gynecology  at 
Rome,  in  which  he  says,  in  part: 
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"Engelmann  is  a  most  sympathetic  man;  he  cannot  be 
described  as  of  a  common  type,  an  ordinary  individual,  but  he 
is  of  a  special  tj^e  of  cosmopolitan.  That  is  to  say,  in  his  veins 
rmis  the  plasma  of  three  great  nations — France,  Germany,  and 
America — and  the  scientific  education  completed  in  these  three 
countries  has  only  accentuated  more  and  more  this  admixture 
of  characters;  thus  in  seeing  him  you  could  not  say  to  what 
country  he  belonged.  It  is  a  sympathetic  type  and  that  of  a 
striking  personality.  He  likes  to  preserve  his  individuality,  and 
he  does  so  about  everything  and  with  everyone,  displajdng  a 
marked  originality. 

"He  has  an  intense  feeling  for  friendship,  so  much  that  he 
makes  idols  of  his  friends.  He  seems  to  me  to  be  a  good  talker, 
which  corresponds  perfectly  with  his  vast  attainments,  not  only 
in  his  specialty,  nor  even  in  medicine  alone,  but  in  every  form 
of  knowledge." 

George  Julius  Engelmann,  A.M.,  M.D.,  Master  in  Obstetrics, 
Vienna,  was  born  in  St.  Louis,  Missouri,  July  2,  1847;  only 
son  of  George  Engelmann,  who  was  born  in  Frankfort-on-the- 
Main  in  1809,  and  died  in  St.  Louis  in  1884.  His  mother  was 
Dorothea  Horstmann,  born  at  Bacharach-on-the-Rhine  in  1804, 
and  died  in  St.  Louis  in  1879. 

His  early  education  was  guided  by  his  mother  until  1856, 
when  he  was  taken  by  his  parents  to  Europe,  receiving  instruc- 
tion in  the  great  centers  which  his  father  sought  in  the  interest 
of  botanic  research.  He  returned  to  St.  Louis  in  1858,  and 
entered  Washington  University,  where  he  was  graduated  with 
the  valedictory  in  1867. 

His  medical  training  he  received  abroad  at  the  University 
of  Berlin  1867-69,  at  Tubingen  under  von  Niemeyer  and  von 
Bruns,  1859-70.  He  was  a  volunteer  surgeon  under  the  Red 
Cross  in  the  Franco-Prussian  War,  in  1870  and  1871.  Resuming 
his  studies  in  Berlin  under  von  Langenbeck,  Virchow,  Traube, 
Frerichs,  and  Martin,  he  was  graduated  in  the  spring  of  1871, 
receiving  the  first  medical  diploma  under  the  new  German 
Empire. 

The  years  1871-72  were  spent  in  Vienna,  mainly  in  the 
gynecologic  wards  of  Spaeth  and  Braun,  and  in  the  pathologic 
laboratory  of  Rokitanski.  He  there  received  the  degree  of 
Master  in  Obstetrics,  and  engaged  in  his  first  important  inves- 
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tigation  on  the  "Mucous  Membrane  of  the  Uterus"  with  Dr. 
Kundrat,  later  professor  of  pathologic  anatomy.  After  a 
winter  in  the  hospitals  of  Paris  and  London,  Dr.  Engelmann 
returned  to  St.  Louis  in  the  spring  of  1873,  entering  at  once 
upon  the  practice  of  medicine  in  his  native  city,  taking  the 
position  of  Lecturer  on  Pathologic  Anatomy  in  the  St.  Louis 
Medical  College.  He  entered  with  zest  upon  his  work,  took 
an  active  part  in  the  medical  life  of  the  city,  and  organized  the 
St.  Louis  School  for  ]Miclwives  and  the  IMaternity  Hospital 
in  1874. 

After  recovery  from  a  nearly  fatal  sepsis,  acquired  in  Decem- 
ber, 1878,  he  gave  up  a  laborious  general  practice  and  devoted 
himself  entirely  to  diseases  of  women,  in  which  he  had  been 
always  most  interested. 

Among  many  of  his  papers  may  be  mentioned  "The  Diffi- 
culties and  Dangers  of  Battey's  Operation"  {Transactions  of 
the  American  Medical  Association ,  Philadelphia,  1878);  "Battey's 
Operation;  Three  Fatal  Cases,  with  Some  Remarks  upon  the 
Indications  for  the  Operation"  (American  Journal  of  Obstetrics, 
New  York,  July,  1878);  "Battey's  Operation;  A  Brief  Summary 
of  Results  Achieved  in  the  Forty-seven  Cases  as  far  as  Re- 
ported" (St.  Louis  Medical  and  SurgicalJournal,  August,  1878); 
"Renal  Disease  Following  Utero-ovarian  Lesion"  (Transactiotis 
of  the  American  Gynecological  Society,  1889);  "Posture  of  Wo- 
men in  Labor,"  "Labor  among  Primitive  Peoples,  Ancient  and 
Modern,  1882,"  which  appeared  in  German  (Vienna,  1884)  and 
French  (Paris,  1886),  as  did  also  the  "Hystero-Xeurosis,  Dry 
Treatment,"  and  "Electricity  in  Gynecology;"  "Vaginal 
Hysterectomy  and  Hysterectomy  by  Morcellement;"  "History 
of  Vaginal  Hysterectomy"  (Transactions  of  the  Southern  Sur- 
gical and  Gynecological  Society,  1883-84);  "The  Heahh  of  the 
American  Girl,  Presidential  Address"  (Southern  Surgical  and 
Gynecological  Society,  1890);  "The  Menstrual  Function  as 
Influenced  by  Modern  Methods  of  Training,  Mental  and 
Physical,  Presidential  Address"  (American  Gynecological  So- 
ciety, 1900);  "The  Age  of  First  Menstruation  on  the  North 
American  Continent"  (Transactions  of  the  American  Gyneco- 
logical Society,  1901);  "The  Increasing  Sterility  of  American 
Women"  (Journal  of  the  American  Medical  Association,  Oc- 
tober 5,  1901);  "Decreasing  Fecundity  Concomitant  with  the 
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Progress  of  Obstetric  and  Gynecic  Science"  {PJnladelphia  Med- 
ical Journal,  January  18,  1902);  "The  True  Suspended  Position 
in  Childbirth,  and  the  Question  of  Priority"  (Therapeutic 
Monthly,  April,  1902);  "Birth-  and  Death-rate  as  Influenced 
by  Obstetric  and  GjTiecologic  Progress"  (Bostoyi  Medical  and 
Surgical  Journal,  May  15,  1902);  "The  Age  of  First  Men- 
struation at  Pole  and  Equator"  {American  Gynecology,  March, 
1903);  "The  Cause  of  Race  Decline  is  Not  Education"  (Popular 
Science  Monthly,  June,  1903). 

Archfeologic  researches  in  the  interest  of  St.  Louis  Academy 
of  Science  in  the  swamp-lands  of  Southeast  Missouri  added 
much  of  interest  to  the  Society's  museum  and  formed  the  basis 
for  his  own  private  collection,  one  of  the  most  important  in  the 
West,  to  which  exchanges  with  the  museums  of  Washington, 
Berlin,  and  Vienna  added  greatly.  On  removing  to  Boston  in 
1895,  the  larger  part  of  his  collection  of  Missouri  flints  and 
pottery  from  the  mounds,  was  given  to  the  Peabody  Museum 
of  Archfeology  in  Cambridge. 

Dr.  Engelmann  was  a  member  of  the  St.  Louis  and  University 
Clubs,  St.  Louis;  St.  Botolph  Club,  Boston;  Professor  of  Dis- 
eases of  Women  and  Operative  Midwifery,  Missouri  Medical 
College,  and  St.  Louis  Post-Graduate  School  of  Medicine; 
President  American  GjTiecological  Society,  1900;  President 
Southern  Surgical  and  Gynecological  Society,  1890;  President 
St.  Louis  Obstetrical  and  GjTiecological  Society,  1887-89; 
Honorary  President  of  the  International  Congress  of  Gynecology 
and  Obstetrics,  1892  and  1899;  Fellow  London  Obstetrical 
Society,  British  Gynecological  Society,  Boston  Obstetrical 
Society;  Member  of  the  American  Medical  Association,  Massa- 
chusetts Medical  Society,  American  Association  for  the  Advance- 
ment of  Science,  St.  Louis  Academy  of  Science;  Honorary 
Member  of  the  Harvard  Medical  Alumni  Association,  Medical 
Society  of  the  State  of  New  York,  North  Texas  Medical  Asso- 
ciation; Corresponding  ^Member  of  the  Obstetrical  Society  of 
Philadelphia,  Surgical  Society  of  Bucharest,  etc. 

He  was  married  in  1879  to  Emily  Engelmann,  who  died  after 
a  long  illness  in  1890.  In  1893  he  married  Mrs.  Loula  Clark 
and  removed  to  Boston,  Massachusetts,  in  1895. 
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